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Diagnosis and Treatment of Celiac Disease 
REPORT OF 603 CASES 


SIDNEY V. HAAS AND MERRILL P. HAAS 


NEW YORK CITY 


E present in this paper the results of 

our experience with 603 cases of celiac 

disease from which has emerged a use- 
ful method of diagnosis of this confusing con- 
dition and, more important, an effective cure 
by diet which we have found successful in cases 
of all types and degrees of severity. 

Since the etiology of celiac disease is unknown 
and its symptoms occur in many other condi- 
tions, it may be helpful to review briefly the 
history of attempts to find a cure, especially by 
dietary methods, and to describe the clinical 
picture of the disease. We shall then outline our 
diet in detail, report statistically on our 603 
cases, and suggest further lines of study. 


HISTORY 


At the turn of the century, celiac disease was 
almost unknown in this country. American 
medical literature published no articles on the 
condition; the general practitioner knew noth- 
ing of it, the pediatrician little more. He had 
perhaps read Gee’s report “On The Coeliac Af- 
fection,”’ published in 1888, describing the ex- 
treme emaciation, huge abdomen, failure of 
growth with resulting infantilism, and character- 
istic large, pale, fatty stools—all symptoms of ad- 
vanced cases often ending in death. From Gee 
he gained no picture of mild or incipient cases, 
nor any concept of the true nature of the dis- 
ease, beyond the conclusion that treatment must 
depend upon diet. Gee’s tentative dietary sug- 
gestions proved ineffective and, later, thoroughly 
unsound. 

A year after Gee’s report, R. A. Gibbons wrote 
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an article in the Edinburgh Medical Journal* 
which received little attention then or later. His 
suggestion that celiac disease involved a func- 
tional derangement of the nervous mechanism 
controlling the digestive glands warrants more 
attention and investigation than it has ever 
received. 

In 1901-1902 Bramwell* reported on his treat- 
ment of a case of infantilism by means of pan- 
creatic extract. In 1903, W. B. Cheadle* at- 
tributed the pale color of stools in celiac disease 
to absence of bile in the feces and blamed the 
biliary mechanism for the condition. In 1909, 
Heubner® described the severe intestinal insuf- 
ficiency in children past infancy resulting in 
retardation of growth. Heubner noted that pro- 
tein digestion was not interfered with but that 
the ingestion of fats and carbohydrates caused 
increase in symptoms. 

Meanwhile, in the United States, Dr. L. 
Emmett Holt had turned his attention to celiac 
disease and awakened the interest of a col- 
league, Dr. Christian Herter, then Professor of 
Therapeutics and Pharmacology at Columbia, 
who went deeply into the laboratory phases of 
the subject and, with Dr. Holt’s assistance, into 
the clinical phases as well. Herter’s conclusions 
appeared in 1908 in his book “On Infantilism 
From Chronic Intestinal Infection,”® suggesting 
that the disturbance resulted from the bacterial 
action of B. bifidus and B. infantilis. The im- 
portance of bacteria in this condition never 
received complete support. Some of Herter’s ob- 
servations, namely, that proteins were very well 
borne in celiac disease, fats moderately well 
borne, and that carbohydrates were very badly 
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tolerated, indicated the most rewarding path to 
follow, although his concern with the role of 
bacteria prevented his seeing the significance 
of this. 

Two young assistants of Dr. Holt at the 
Vanderbilt Clinic whom he had interested in 
celiac disease were Dr. John Howland and Dr. 
Sidney V. Haas. Each independently followed 
up Herter’s observations. In 1921, Dr. Howland, 
in his presidential address before the American 
Pediatric Society, read a paper on “Prolonged 
Intolerance To Carbohydrates.” 

Although Howland did not refer specifically 
to celiac disease, he described two conditions, 
temporary and prolonged intolerance to carbo- 
hydrates. The latter are cases of celiac disease, 
described as clearly and accurately as in any 
literature on the subject. He found that of all 
the elements of food, “carbohydrate is the one 
which must be excluded rigorously; that with 
this greatly reduced the other elements are al- 
most always well digested, even though the 
absorption of fat may not be so satisfactory as 
in health.” Howland’s treatment was a high- 
protein diet based on protein milk, and it 
achieved greater success than any previously set 
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forth. But at the point when carbohydrates were 
added to the diet, he encountered frequent re- 
currence of symptoms. 


~ November, 1923, before the Section on 

Pediatrics of the New York Academy of 
Medicine, Sidney V. Haas read a paper on “The 
Value Of Banana In The Treatment Of Celiac 
Disease,”* presenting 8 patients who had been 
cured by a high protein diet, plus banana and 
other fruits and some vegetables which supplied 
carbohydrates in a form that was well borne 
even by advanced cases of celiac disease. 

Five years later, in 1928, Fanconi? of Zurich 
published a paper reporting 45 cases of celiac 
disease, in which he substantiated the Haas 
thesis as to the value of fruits and vegetables in 
this disease. However, he used buttermilk or 
dry skimmed milk, which we have always 
found unsatisfactory. Fanconi observed that 
cane sugar and grain foods, even in small 
quantities, were decidedly unfavorable in their 
effects, but advised after the first few weeks of 
treatment a careful allowance of bread crust and 
zweiback for the dubious reason “that the child 
should not entirely forget how to chew.” 

In 1929, Hess-Thaysen’ published his impor- 
tant monograph on nontropical sprue. In this 
he pointed out the possibility that celiac disease 
was identical with sprue, and stressed the oc- 
currence of steatorrhea in these diseases, which 
he called idiopathic steatorrhea. 

Leonard Parsons, Professor of Pediatrics at 
the University of Birmingham, England, de- 
livered the first Rachford Memorial Lecture in 
this country in 1932,'' presenting a thesis that 
has caused confusion in the treatment of celiac 
disease even to the present day. Parsons’ high 
standing in the profession gave great weight to 
his statement that fats were at fault in celiac 
disease. As a result, the opinion is still widely 
held that fat must be excluded from the diet or 
reduced to a minimum. It should be noted, in 
this regard, that rickets was prevalent among 
Parsons’ cases. 

In 1938, Dr. Dorothy Andersen’* described 
the condition of cystic fibrosis of the pancreas, 
which presents many points of similarity to the 
clinical picture of celiac disease. Thinking that 
steatorrhea, commonly found in both condi- 
tions, was caused by fats in the diet, she advo- 
cated a high protein, high carbohydrate, low fat 
diet. In 1947,* however, she presented evidence 
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to show that steatorrhea was not a basic condi- 
tion in celiac disease. 

Many of the standard works on pediatrics 
today state that sugar or starch feeding will in- 
crease diarrhea but advocate banana, whose car- 
bohydrates are well tolerated, as a basic part of 
the diet. However, they usually prescribe low 
fats, at the same time. 

This brief summary mentions only the chief 
points in the history of the dietary approach to 
celiac disease. Much excellent laboratory work 
on the chemistry and pathology of the condi- 
tion has been reported, especially in the past 
twenty years, but its history does not belong in 
this clinical report on treatment by diet. The 
increase in interest in celiac disease is evidenced 
by the bibliography on the subject. A review of 
the literature shows that in the thirty-five years 
between Gee’s report in 1888 and the first paper 
on the value of the banana in 1923, there were 
99 papers published. In the twenty-five years 
since that time, 405 papers were published. Up 
to 19%3 there were only 31 American papers, 
while 112 have been printed since that date. 

In this literature, even the more modern, there 
has been great confusion not only as to diagnosis 
and treatment of the disease but as to its nature 
and name. At one time or another it has been 
considered a bacterial infection, a disturbance 
of the nervous system, identical with sprue, an 
allergy, avitaminosis, fat intolerance, carbohy- 
drate intolerance, hypothyroidism, and constitu- 
tional weakness. Some writers have doubted 
that it actually is a disease. 

We speak of celiac disease deliberately as a 
disease because it is a condition of abnormal 
physiology with a characteristic syndrome, the 
symptoms of which respond favorably to a 
definite mode of therapy. 

Recently some investigators have attempted 
to break down the symptom complex into vari- 
ous types. The present state of understanding 
of celiac disease resembles that of typhoid fever 
sixty or seventy years ago. Then there was 
typho-malaria, typho-pneumonia, typho-menin- 
gitis, the abortive form, the afebrile form, the 
ambulatory form, and even typho-lumbricosis, 
a tribute to the intestinal parasite of that name. 
With the discovery of the Eberth bacillus and 
later the Widal reaction, all this was changed. 
All these conditions became typhoid fever, with 
varying symptoms. The same clarifying action 
will occur when the cause of celiac disease is 
discovered. Meanwhile, attempts to divide and 
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subdivide serve only to add confusion to a pic- 
ture already confused. 


DEFINITION 


Bie disease is altered intestinal function 
signalized by the occurrence of abnormal 
stools, which are more frequent than usual and 
altered in physical characteristics. From this 
altered intestinal function may come varying 
degrees of disturbance of nutrition, depending 
upon the duration and severity of the condition 
and upon the diet. The condition may be pro- 
tracted or intermittent, and it occurs independ- 
ently of other known etiologic factors such as 
specific infections, parasitic infestations, or ab- 
normal anatomy. 

Once this altered intestinal function exists, it 
will continue as long as the ingestion of carbo- 
hydrates, other than those found in fruits and 
to a lesser extent in vegetables, continues. A diet 
free of all carbohydrates except those in fruits 
and vegetables results in the disappearance of 
symptoms, which will recur when forbidden 
carbohydrates are again ingested. If, however, 
the exclusion of carbohydrates other than those 
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in fruits and vegetables continues for a sufficient 
time, there will be no recurrence of stool abnor- 
malities or nutritional disturbance when forbid- 
den carbohydrates are added. 


THE CLINICAL PICTURE 


With this abstract definition as a framework, 
the clinical picture of celiac disease may be filled 
in clearly as to symptomatology, diagnosis, and 
treatment. 

The most important, as well as the most char- 
acteristic symptom of celiac disease is diarrhea, 
which may exist from birth or may begin at any 
time thereafter, usually within the first few 
years of life. The stool may be watery, but is 
usually only soft and mushy, more voluminous 
than in health, with frequency of from one to 
ten daily. It is sometimes oily, often mucoid, 
and usually foul. The color varies from pale 
cream to greenish yellow. Each attack of diar- 
rhea may last a few days, weeks, or months, but 
there are intervals when stools return to normal. 
The recurrence of diarrhea with such intervals 
of almost normal stools is very characteristic 
and one of the most valuable diagnostic features 
available at the present time. In rare cases there 
is constipation, making diagnosis difficult. 

The second most common symptom is irrita- 
bility and obvious unhappiness, evidenced by 
whining and crying, coupled with weakness and 
asthenia and usually anorexia, although in a few 
cases the appetite is good. These symptoms are 
the first to disappear with correct treatment, 
usually clearing up within a week or two. 

Next in frequency among symptoms is the 
failure to gain weight and to grow. In more 
severe cases there is actual loss of weight. The 
extreme emaciation so prominently mentioned 
in classical descriptions of celiac disease occurs 
only in the most severe cases. Similarly, the 
large abdomen of the classical picture is found 
only in advanced cases. It varies in size from 
day to day and, representing a real anatomic 
change, outlasts all other symptoms; in fact, 
even after the disease has been cured, the patient 
must practically grow up to his abdomen, 
which, however, finally becomes flat. 

Among the common symptoms of celiac dis- 
ease are abdominal pain and vomiting. Colic is 
more frequently encountered than vomiting, but 
both are commonly found up to the time when 
correct treatment is begun, after which they soon 
disappear. 


Other symptoms that may be mentioned here 
are definitely subsidiary, and depend upon the 
malnutrition and the extent of deprivation of 
specific dietary factors. Some of these are 
anemia, edema, hydrolability, enlarged heart, 
photophobia, rachitic manifestations of varying 
degrees, hemorrhagic states, and pareses. 

It is not surprising that celiac disease so often 
fails to be recognized in its early stages when 
its primary symptoms are as general and un- 
specific as diarrhea, irritability, failure to gain, 
abdominal pain, and vomiting. Moreover, the 
disease usually begins insidiously, sometimes as 
a sequel to acute gastrointestinal disturbance or 
an infection. The bowel disturbance may begin 
so gradually that it is not taken seriously for 
some time and is treated only as the result of an 
unsuitable formula, although changes in formula 
have no beneficial effect. 

The incidence of celiac disease is difficult to 
estimate. Pediatricians known to be interested 
see many more cases than others, and if calcula- 
tions were based upon the number of cases they 
encounter in relation to their total practice, a 
false conception of its frequency would result. 
On the other hand, the average physician sees 
so few celiac patients that many may pass him 
unrecognized. Since beneficial results are often 
not obtained quickly, the patient is taken from 
one physician to another, thus increasing the 
difficulty of estimating the incidence of the dis- 
ease. We do know, however, that it is much 
more common than was formerly thought. It 
spares no group; the wealthy, the poor, the well- 
fed, the starving are equally subject to it. 


eee disease may occur at any age, although 
it is encountered most commonly among 
children under 6 years of age. There is evidence 
which warrants the suggestion that in adults 
the condition is identical with nontropical sprue. 
Many investigators have stated flatly that celiac 
disease never occurs in breast-fed infants, but 
our records and the literature show many such 
cases. Another common assumption is that the 
condition never occurs under 1 year of age; in 
Sidney Haas’ first paper on celiac disease in 
1923, this statement was made. Subsequent ex- 
perience conclusively proved the error of this 
belief. Celiac disease may exist, from birth, and 
it is not at all uncommon under 1 year of age. 

Some evidence supports the view that there is 
a familial tendency toward the disease,’® as it 
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has been found in several generations of the 
same family, in twins, in brothers and sisters, in 
cousins, and more distant relatives. But more 
than one case is infrequently found in the same 
family at the same time. 


PATHOLOGY 


Although promising laboratory work has been 
done on celiac disease, the problem must remain 
a clinical one for the present, owing to the 
absence of a known etiology. All pathologic ab- 
normalities found in celiac disease are encoun- 
tered also in other conditions. Some investigators 
believe that a disturbed pancreatic function is 
significant, but analysis of duodenal secretions 
does not contribute essential information. 

Examination of the stools is only of supple- 
mentary aid. The presence of excess fats is usual, 
but it occurs also in other conditions, and varies 
in the same case from one examination to an- 
other. Likewise the low blood-sugar curve cus- 
tomarily found in celiac disease is present in 
other conditions. Hess-Thaysen* found it to be 
present as an inconstant phenomenon in about 
5 per cent of normal individuals. Although 
pathology is found in the pancreas, the liver, and 
the intestinal wall, and although the autonomic 
nervous system seems to be implicated, no lab- 
oratory procedures have yet succeeded in reveal- 
ing pathologic conditions that make definite 
diagnosis possible. The roentgenographic exam- 
ination shows a moulage pattern but this is also 
seen in normal children and in deficiency states. 
The diagnosis of the disease must depend upon 
clinical symptoms, history, and the effect of the 
strict celiac diet to be described. 


DIAGNOSIS 


The severe case is relatively easy to diagnose. 
There can be little doubt that celiac disease is 
present in a miserable, crying, emaciated child 
with distended abdomen, flat buttocks, who is 
unable to stand or sometimes even to sit; a 
stunted child presenting all the symptoms of 
avitaminosis, edema, and anemia; a child with 
a long history of months or years of gastro- 
intestinal disturbance, resulting in frequent 
stools that are large, pale, oily, and foul. In such 
cases the picture is clear. 

Earlier and milder cases are not so easily rec- 
ognized, and here the history is of utmost im- 
portance. A history of anorexia, prolonged, 


intermittent, recurrent diarrhea, with intervals 
of weeks or months during which the child 
does fairly well despite an overall failure to gain 
weight or grow normally—such a history should 
suggest at once the possibility of celiac disease. 
It is necessary, of course, to make sure that there 
are no intestinal parasites and to exclude dysen- 
tery and dysentery organisms, as well as ame- 
bae and tuberculous peritonitis, gastrointestinal 
anomalies or obstructions. 

The only definite method of diagnosis con- 
sists of the response to the correct celiac diet, 
better termed specific carbohydrate diet, de- 
scribed later in this article. If immediate bene- 
ficial results follow the institution of the diet, 
the case may well be considered celiac disease. 
If forbidden carbohydrates are then introduced 
into the diet of such a patient who is doing well, 
and an attack of loose stools results, this is prac- 
tically pathognomonic, especially if re-institution 
of the specific carbohydrate diet controls the 
diarrhea. 

This method of diagnosis was used in the 603 
cases analyzed here, and the 370 cases seen over 
a long period received a treatment, the corner- 
stone of which was the specific carbohydrate 
diet. Before examining the cases, therefore, it 
seems advisable to outline this diet and supple- 
mentary treatment. 


TREATMENT WITH CELIAC DIET 


No term has suffered more abuse and mis- 
understanding than “celiac diet.” Literature on 
the subject reveals many statements that “a 
celiac diet was used without good result,” when 
actually the diet was no proper celiac diet at all. 

One basic principle of the diet must be estab- 
lished firmly and reiterated persistently: No food 
may be ingested by the celiac patient that con- 
tains an appreciable amount of carbohydrate 
other than that found in fruits and to a lesser 
extent in vegetables, and in protein milk. While 
this principle may be easily understood, it is 
dificult in practice always to recognize the 
existence of the carbohydrates in various foods. 
Carbohydrates other than those designated often 
creep into the diet in small quantities unless the 
strictest attention is paid to every item of food. 


r basis of the specific carbohydrate diet is 
ripe banana and protein milk. Protein milk 
should be prepared in one of the three ways 
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described in the footnote below ;* when the child 
will not drink protein milk, calcium caseinate 
milk* may be used. 

Although all fruits may be used later, banana 
is the most satisfactory and the only safe fruit 
to be used at the outset of treatment. Its particu- 
lar value in celiac disease comes from the fact 
that it is a 20 per cent carbohydrate and thus 
replaces better than any other fruit the excluded 
carbohydrates such as cereal, sugars, and pota- 
toes. It has a very low fiber content, is easily 
obtainable, palatable, and well liked by most 
children. It may be served raw or baked. Only 
fully ripe bananas should be given, with no trace 
of green at the tips, the skin well speckled with 
brown, and the edible portion soft enough to 
mash easily. In the unripe banana most of the 
carbohydrate is in the form of starch which is 
converted, in the process of ripening, to sugars 
which the celiac patient tolerates well. 

If ripe bananas are not available or practical 
to use, banana powder may be substituted as the 
exact equivalent of fully ripe bananas. Another 
acceptable substitute is dried banana flakes, al- 
though these do not invariably give quite as 
satisfactory results as fresh ripe bananas. 

Because various other fruits have qualities 
which tend to make them laxative, they must be 
employed judiciously when diarrhea is still ac- 
tive. There need be no curtailment of the 
amount of banana given. Most canned fruits 
are forbidden because of added sugar. If cooked 


*Protein milk prepared according to Finkelstein and 
Meyer:** One quart milk, warmed to temperature of 98° F. 
To this is added 1 tablespoon of essence of pepsin. Allow 
to drain through cheesecloth for one-half hour to separate 
the whey from the curd. The curd mixed with 1 pint of 
water, is then rubbed through a fine wire strainer several 
times, and to it 1 pint of buttermilk is added. The whey 
which contains most of the sugar is discarded. 


Protein milk as prepared by Mueller and Kran: Mix 1 
quart of buttermilk (commercial) and 1 quart of water and 
heat to a temperature of 135° F. Remove from the stove and 
let stand for one-half hour. The curd by this time is well 
separated from the whey, 36 oz. of which should be dipped 
off. The remaining curd and whey are mashed through a 
fine sieve, and 4 oz. of 20 per cent cream or 4 oz. from top 
of bottle of milk, and enough water added to bring the 
mixture to 32 oz. 

Powdered protein milk: 12 tablespoons of the powder to 
32 ounces of water. 


Calcium caseinate milk: Use 4 to 6 tablespoons of calcium 
caseinate (Mead Johnson’s Casec) to 1 pint of water and 1 
pint of milk. Mix the Casec with a little cold water (enough 
to form a smooth paste), pour in the remainder of the cold 
water. Then pour in the milk and bring the whole mixture 
to a boil while stirring constantly, then boil actively for one 
minute. Remove from fire. Let cool. If necessary- to sweeten, 
use one or two tablets of saccharin (1 gr.). 


fruits are desired, they may be prepared with 
saccharin by the family, but the initial product 
must be known. 

The specific carbohydrate diet, in addition to 
protein milk and fruits, may contain proteins in 
any form and fats in moderate quantities. Thus 
meat, fish, and fowl of any kind may be used, 
and it is not necessary or even advisable to have 
all the fat removed. All cheese is satisfactory, 
unless it has been processed by the addition of 
ingredients to alter the composition; the diet 
may include any cheese in its initial form, Swiss, 
cheddar, American, and of course pot cheese. 

Gelatine is given for dessert in this diet, but 
not Jello or other prepared gelatine desserts 
which contain sugar. Desserts made from pure 
gelatine, fruit juice, and saccharin for sweeten- 
ing are well tolerated; honey, dates, and raisins 
may be used as confections, but some dates are 
packed in sugar syrup to make them adhere in 
one mass, and these should not be used. 

When brisk diarrhea is controlled, egg is 
added to the diet. And when the stools are 
formed and occur no more than two or three 
times daily, vegetables are given. But they must 
be added to the diet cautiously, one at a time 
with a sufficient period between each new in- 
troduction to determine their effect. In some 
cases diarrhea recurs when vegetables are in- 
gested, in which case their use must be post- 
poned. In general, lettuce, tomato, string beans, 
squash, and carrots are well tolerated. Canned 
vegetables are not used because many have 
sugar added. Potato may not be used. 

Fats in association with meats in the normal 
amounts, in the form of butter, and that existing 
in protein milk are well borne.’® Sour cream is 
usually tolerated. The only restriction on fats 
may come at the beginning of the diet, but when 
a full and well-rounded diet has been established 
there need be no restrictions of fat beyond that 
usually exercised in the diet of healthy children. 


Wi the inclusion of the foods mentioned, 
the specific carbohydrate diet is complete. 
Since it is full and well-balanced, it is continued 
for at least one year, supplemented by certain 
vitamins. Vitamins A and D should be admin- 
istered, but cod liver oil is usually not well toler- 
ated. Some of the newer preparations of aqueous 
soluble A and D are excellent substitutes. One 
of the preparations of B complex, including folic 
acid, seems to be desirable. Since anemia is a 
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regular feature of celiac disease, iron in some 
form is called for. 


y prescribing this diet, it is almost more im- 
portant to stress what is not fed than what is 
fed. Any cereal grain is strictly and absolutely 
forbidden, including corn, wheat, rye, or rice in 
any form, whether as bread, cake, toast, zwei- 
back, crackers, cookies, or breakfast cereals. 
Potato is prohibited. Sugar is forbidden as sweet- 
ening or in the form of candy, pastries, breads, 
etc., as well as dextrins such as are found in 
corn syrups and lollypops. Milk per se is not 
allowed. 

The strictness of this diet cannot be over- 
emphasized, nor should the difficulty of adher- 
ing to it be minimized. Faithful observance re- 
quires intelligence and vigilance on the part of 
the mother or the person taking care of the 
child with celiac disease. It is surprising how 
many times a child will, despite the best parental 
supervision, manage to get hold of forbidden 
food. It is equally surprising how many parents 
of apparent intelligence will, despite all warn- 
ings, decide that “just a taste” of ice cream, 
cookie, or candy will do no harm. Nevertheless, 
treatment is best carried out in the home, with 
frequent visits to the doctor’s office. Of the cases 
reported here, only 2 were hospitalized. 

At the beginning of treatment, the patient is 
put on a so-called basic diet: 

BREAKFAST: Pot cheese, bananas, protein milk. 

LUNCH: Meat, pot cheese, bananas, protein 
milk. 

The same as lunch; gelatine may 
be added to any meal. 

Any of these foods may be used in any quantity 
or given between meals. 

After one week, orange juice, other cheeses, 
and egg may be added, one at a time and with 
a sufficient interval to test the acceptability of 
each. After two weeks all fresh fruits may be 
tried in the same way. When stools are con- 
trolled, vegetables (except potato) may be add- 
ed; sometimes they are well tolerated but often 
their introduction must be postponed. Tolerance 
is eventually attained, at which time the diet 
is complete. 

If, at the beginning of treatment, there is clini- 
cal evidence of gastrointestinal hyperactivity 
such as colic or vomiting, as is frequently the 
case, this may be controlled by suitable doses of 
atropine. 


SUPPER: 


, 


Most cases begin to improve immediately. The 
earliest sign of improvement is a change in the 
child’s disposition; he becomes happy, smiling, 
contented. The diarrhea is often controlled in 
the first week, but in some cases such control 
may take a few months. His appetite improves 
if he suffered from anorexia, and he begins to 
grow and gain weight. During the first period 
of six months or more, any infection, especially 
in the upper respiratory tract, may be accom- 
panied by a recurrence of the diarrhea. Also in 
this period the ingestion of a forbidden carbo- 
hydrate will bring about loose stools within 
hours or days, but the attack will quickly sub- 
side if no more of the forbidden carbohydrates 
are ingested. A break in the diet after about six 
months will not usually be reflected immediate- 
ly in diarrhea, but the ingestion of forbidden 
carbohydrates must be continued for some time, 
even weeks, for diarrhea to recur. Otherwise, 
there are no relapses or so-called crises or catas- 
trophes such as those described in much of the 
literature on the subject, requiring therapy to 
combat acidosis and dehydration. 


Duration of treatment is of utmost impor- 
tance. The strict celiac diet must be continued 
for at least one year. If there has been no recur- 
rence of symptoms, forbidden carbohydrates may 
be added: one slice of bread three times daily, 
or a bowl of cereal once and bread twice; or 
cereal at breakfast, toast for lunch, and spaghetti 
for supper. If these additions to the diet cause 
no diarrhea, then potato is given. After three 
months with no disturbance, plain milk is 
added, and if no diarrhea occurs in the next 
three months with these additional foods, the 
patient may be considered cured, and all restric- 
tions on the diet are lifted. As a rule, the entire 
cure requires no more than eighteen months, 
but when the diet has not been rigorously fol- 
lowed, it may take a much longer time. 

When cure is obtained there should be no re- 
lapse. A striking example of the persistence of 
the disease in a case where the proper diet was 
not followed is given by one of our patients who 
was treated up to the age of 6 years. We were 
unable to get the child to follow the proper 
regimen because her mother owned a candy 
store and it was impossible to keep the patient 
from forbidden carbohydrates. At the age of 22 
years she returned to us with all the symptoms 
she had had in childhood, and which had existed 
through the years. Placed on a strict celiac diet, 
which she followed faithfully, soon all symp- 
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toms had disappeared. She is now, eighteen 
months later, apparently cured, although not 
yet on a full diet. 

Among milder cases of celiac disease there is 
a degree of tolerance for carbohydrates which 
allows for careless treatment with fair results, 
but cure requires two or three times as long as 
would be the case if a strict celiac diet were fol- 
lowed. In some such cases the symptoms are 
little relieved but physical progress is maintain- 
ed so as to obscure the fact that a cure has not 
been obtained. Fortunately, time eventually 
seems to help these cases to get well, although 
many of them go through life with a tendency 
to loose stools. 


Bees diet differs, in varying degrees, from all 
those previously advocated in literature on 
the subject. The basic difference is that our diet 
excludes all carbohydrates except those in fruits, 
in some vegetables, and in protein milk. Many 
other diets prescribe low carbohydrates but fail 
to specify the type of carbohydrate. This desig- 
nation of the proper type of carbohydrate to be 
fed is of the utmost importance, as experience 
in the above cases shows that even the smallest 
quantity of the forbidden carbohydrates will 
precipitate diarrhea. 

Since the common factor to be found in all 
fruits appeared to be levulose and glucose, we 
were led to try any food in which these occur- 
red. Thus honey and dates were used and found 
to be fully tolerated. 

To test the hypothesis that levulose was a sat- 
isfactory form of sugar in celiac disease, we 
obtained a supply of pure levulose through the 
Sugar Research Foundation, from the Univer- 
sity of Colorado. We took a group of children 
suffering from celiac disease whose diarrhea and 
other symptoms were controlled, and whose 
progress was satisfactory. They showed recent 
histories of diarrhea for a day or two following 
the accidental eating of a lollypop, bread, cookie, 
or other forbidden carbohydrate. To these chil- 
dren we gave levulose daily in liberal quanti- 
ties. In every case we found that it could be 
taken without ill — 


Many diets put forward in standard works on 


celiac disease restrict the use of fat, ascribing 
the cause of the disease to both fat and carbo- 
hydrate intolerance or to fat intolerance alone. 
The evidence behind such beliefs is the frequent 
occurrence of steatorrhea in the disease. But it 


has been shown that fat is found in the stool 
even in a fat-free diet; and our experience in 
the 370 cases treated is that fat does not incite 
diarrhea. All our cases were fed fat in reason- 
able amounts during the course of treatment. 
When the whole dietary is low, fat must be 
somewhat restricted as it would be in the feed- 
ing of normal children; when proteins and 
carbohydrates derived from fruits are increased 
in the diet, fat may be taken in usual quanti- 
ties. It should not be considered as a. restricted 
food. Its absence from the diet is probably a 
contributory cause of rickets in many cases 
reported. 

Many diets used in celiac disease call for the 
use of protein milk but fail to specify the type 
of protein milk. Many modified forms of pro- 
tein milk have been devised, but our series of 
cases indicates that the only satisfactory prod- 
uct is protein milk prepared according to one 
of the three methods given earlier in this article, 
or calcium caseinate milk, in all of which the 
sugar content is low. All others should be 
avoided. 

Although the above dietary regimen is the 
basis of treatment in the cases analyzed below, 
other modes of therapy have been considered 
and some of them tried; they should, therefore, 
be mentioned briefly: 

Vitamin B complex and liver extract—From 
histories of our own cases and from literature 
on the subject, it is found that injections of 
these substances will in many cases end diarrhea 
for a variable period of time. But diarrhea usu- 
ally recurs when such injections are stopped. 
This treatment is painful and disliked by 
patients. 

Antibiotics—The use of antibiotics is usually 
followed by cessation of diarrhea, but it will 
recur after a period even while the antibiotic 
is still being given. 

Pancreatic extract—It is not often used by us 
because dietary treatment gives the desired re- 
sults. There are rare cases in which the addition 
of pancreatic extract seems to help. 


PROGNOSIS 


Under the dietary treatment described above, 
prognosis is excellent. Practically all cases re- 
cover and there should be no deaths. 

A most important prognostic conclusion from 
the cases reported here is that in most cases 
cure can be effected within eighteen months, 
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and the acceptance of a slight diarrhea for four 
or five years until the child “outgrows it” is 
fallacious and harmful to the patient. 

Our series indicated that with proper therapy 
pulmonary involvement is unusual and rarely 
fatal, that there need be no stunting or per- 
manent mark of the disease. No avitaminosis 
was seen in any of our cases; rickets did not 
occur, chiefly we believe, because fats were not 
excluded from the diet. 

Before the present mode of treatment, the 
prognosis of celiac disease was bad. In 1888, Gee 
said death was a common end. Even in 1927 
Lehndorf and Mautner thought the prognosis 
was so hopeless that treatment was of little 
avail. Other reports on mortality were as fol- 
lows: 1909, Heubner, 10 per cent; 1918, Heubner 
again, 14 per cent; 1921, Lichtenstein, 22 per 
cent; 1923, Hablutzel-Weber, 23 per cent; 1924, 
Pipping, 50 per cent; 1926, Schaap, 11 per cent; 
1929, Hess-Thaysen, 22 per cent; 1932, Parsons, 
10.6 per cent; 1935, Neale, 12 per cent; 1939, 
Hardwick, 36 per cent. 

In addition, Hablutzel-Weber found in 1923 
that 4o per cent of his living patients were below 
average in physique. Schaap in 1926 felt that if 
his patient recovered, he always bore the traces 
of his illness. 


ANALYSIS OF CASES 


VER a period of some twenty-five years we 
have seen 603 children in whom the diag- 
nosis of celiac disease was made. Of this total, 
233 were not seen frequently enough or for a 
sufficiently long period to evaluate either the 
therapy used or the results. Of this number, go 
cases were seen but one time only as consulta- 
tions referred to us by other physicians. The 
143 remainder were seen only a few times for 
a period of less than 3 months each, before 
being lost track of for various reasons. (Table 1.) 
Of the 370 cases adequately followed over a 


TABLE 1 
TotaL NUMBER OF CasEs—603 





370 
I ST IE ois «0's va winlarerag.a kee 233 
Of 233 cases seen too briefly to evaluate: 
90 were seen only once as consultations referred to us by 
other physicians 
143 were seen only a few times during a short period 
and lost track of for various reasons 


period of some length, 270 or 73 per cent were 
cured, 89 or 24 per cent are recent cases still 
being treated and are on the road to cure; 8 or 
2.2 per cent were not cured, and 3 or 0.8 per 
cent died. Cured cases are here considered as 
those patients who tolerate a full normal diet at 
the end of an arbitrarily established period of 
three years. (Table 2.) 


TABLE 2 
ToraL NuMBER oF Cases TREATED—370 





NUMBER 
Cured 2 73 
Under treatment 24 
Not cured 3 2.2 


Died 0.8 


PER CENT 





Data as to the length of time between onset 
of the disease and first treatment by us are avail- 
able for 232 cases. In many of these cases diag- 
nosis was made before we saw the patients. 


(Table 3.) 


TABLE 3 
Time BETWEEN ONSET AND First TREATMENT BY 
Us—232 Casts 





Under three months 

Three to six months 

Six months to one year 

One to two years ... 

Two to three years 

Three to four years 

Four to six years 

Six to seven and one-half years 





Cases not cured are those patients who were 
unable to take a full diet at the end of three 
years. Of these 8 failures, 4 patients refused to 
follow the diet strictly and persistently; 1 was 
finally cured after four and one-half years; 1 
was cured after six years; 1 suffered a relapse 
after asthma; and 1, who had regularly eaten 
potatoes from the early months of treatment, 
now has loose stools whenever excessive amounts 
of candy or cake are eaten. (Table 4.) 


TABLE 4 
Tora NumsBer Not Curep—8 





Diet not followed 

Cured after 4 years ... 
Cured after 6 years 
Relapse after asthma 
Occasional loose stools 
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The summary of those patients who died is 
as follows: 

1. E. G. was first seen on December 7, 1925, 
at 16, months of age, and hospitalized; gained 
14 pounds in first week, then acquired a ward 
infection of influenza and died of broncho- 
pneumonia at the end of the second week of 
observation, December 20, 1925, having been 
under observation only thirteen days. 

2. J. B., child of a physician, first seen on 
October 18, 1943, at 34 months, died nine weeks 
later of acute tracheobronchitis, December 25, 
1943, after a few days illness. 

3. R. B. was first seen on August 27, 1937, at 
15 months of age. He grew 6'%4 inches and 
gained 7 pounds in the next fifteen months. At 
the age of 31 months be became ill with a pul- 
monary infection and died after four weeks, 
January 30, 1939, of empyema, pericarditis with 
effusion, and extensive pneumonia. 

Of the cured cases, the age of onset of the 
disease was ascertained for 237 patients, as 
shown in Table 5. 


TABLE 5 
AGE or Onset, CurED CasEs—237 Cases 





NUMBER PER CENT 
Onset at birth 16 

2 days to 6 months 25 

6 to 12 months 37.6 

I to 2 years 16 

2 to 4 years 4.6 
Over 4 years 0.8 





The time at which diarrhea was completely 
controlled is known for 189 of the cured cases. 


(Table 6.) 


TABLE 6 
TIME oF ConTROL OF DiARRHEA—189 Cases 





NUMBER PER CENT 
Within 1 month ‘ 19 
2 to 5 months 46 
SO SI 6-6os seas e acres sae 27 
PE G0 BS 6.50 0.k 0 a 6866 eave 6 
15 to 24 months 2 





Our figures showing the length of time be- 
tween the beginning of treatment and toleration 
of a full diet are based on 231 cases, as shown 
in Table 7. 

All cases whenever seen were carefully check- 
ed not only as to whether the diet given was 
as directed but also whether any additional sub- 


TABLE 7 
DURATION OF TREATMENT BEFORE TOLERATION OF 
Fuit Diet—231 Cases 





NUMBER PER CENT 
Less than 1 year 11.7 
I2 to 18 45 

18 to 24 25.1 
24 30 months 10.4 
30 to 36 3 
36 to 42 3 
42 months to 6 years I. 


8 





stances such as candy, cake, or bread had been 
ingested even in minute amounts. In a large 
number of these cases it was definitely shown 
that ordinary forms of carbohydrates given in 
small amounts produced diarrhea. This state- 
ment is based on the frequent observation that 
a child with celiac disease treated by means of 
the specific carbohydrate diet for an adequate 
time, who had formed stools, who was eating 
and growing well, had suddenly developed diar- 
rhea for a short period. Upon investigation it 
was learned that a very small piece of bread, a 
single lollypop, a teaspoon of ice cream, or a 
cookie had preceded the diarrhea by a period of 
six to twenty-four hours. 

It was also noted in this series that soon after 
the institution of the specific carbohydrate diet 
the first improvement noted was in the behavior 
and disposition of the child. The stools become 
less frequent and more formed, and a diuresis 
may occur. If there has been a clinical edema, 
this disappears with concomitant weight loss. 


he excellent results shown in these figures 
indicate that patients with the disease can 
be cured completely and that they will not re- 
lapse or show residual physical defects. The 
proper treatment for celiac disease is clearly 
shown to be the specific carbohydrate diet 
described above. 


HYPOTHETICAL CONSIDERATIONS 


Can any conclusions be drawn from the em- 
pirical finding that carbohydrates other than 
those found in fruits and to a lesser extent in 
vegetables will precipitate diarrhea? It may be 
helpful if we can discover the difference between 
these carbohydrates and others. Despite the fact 
that data on the analysis of specific carbohy- 
drates in fruits are variable and often contra- 
dictory, it is probable that most fruit and 
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vegetable carbohydrates are monosaccharides, 
levulose and dextrose, while the carbohydrates 
that produce diarrhea are polysaccharides—lac- 
tose in milk, sucrose, dextrins, etc. We have 
postulated the theory, therefore, that the mono- 
saccharides are completely utilized and w« 
tolerated but that the polysaccharides not oi: 
fail to be utilized but actively incite diarrhea; 
that withdrawal of polysaccharides from the 
diet will see the cessation of diarrhea, and their 
absence for a sufficient time will see the return 
of the ability to utilize them. Further investiga- 
tion of the composition of fruits and vegetables 
may throw valuable light on this tlieory. 

Many questions are not answered by this 
hypothesis, of course, and it may be worth while 
to mention some of them to suggest lines of in- 
quiry. In celiac disease we may be dealing with 
a relative tolerance of monosaccharides and poly- 
saccharides. An individual case may have a 
specific threshold of tolerance for polysacchar- 
ides; a given small amount may be ingested 
without inciting diarrhea, but more than that 
may cause trouble. 

The use of casec (calcium caseinate) milk 
may throw some light on this question. Our 
experience shows that a quart or more a day of 
casec milk may be ingested without the occur- 
rence of diarrhea. One quart of casec milk con- 
tains the amount of lactose found in one pint 
of whole milk. Clinical experience proves, how- 
ever, that one pint of whole milk will cause 
diarrhea. This dilemma suggests two questions: 
(1) Does casec milk fail to produce diarrhea 
because of the dilution of the lactose, or (2) 
because the lactose of the casec milk is split into 
its component monosaccharides when the milk 
is boiled with the protein calcium caseinate? 
Laboratory investigation will provide the answer 
to the second question. 

Another problem is presented by the tolerance 
of banana in the celiac diet. The starch content 
of fully ripe banana is given as 1 per cent. As- 
suming that a celiac patient is fed ten bananas 
a day (as many of them are), he will ingest ap- 
proximately 10 gm. of starch. But the feeding 
of 10 gm. of starch in the form of bread and 
cereal would be: followed by diarrhea, which 
does not occur after the feeding of ten bananas. 
Is the starch found in bananas different from 
that found in cereal grains? We believe that it 
is. Examination of the stools of normal and 
celiac cases that are fed bananas shows large 
amounts of starch granules that stain blue with 


\ 


\ 


iodine, indicating that the starch content of 
banana is encapsulated similar to a rice grain. 
These capsules of starch may pass through the 
intestine without becoming available for chemi- 
cal reaction. 

Hess-Thaysen’s suggestion that sprue and 
celiac disease are identical points to another 
hypothesis which is worth investigation. As a 
result of our experience, we suspect that much 
of the recurrent diarrhea from which adults 
suffer is a mild form of celiac disease or sprue. 
We have treated a few adults with mild but 
persistent diarrhea with the specific carbohydrate 
diet with excellent results, but our figures are 
so inconclusive that they can do no more than 
suggest a fruitful line of inquiry. 

Some theories concerning the etiology of celiac 
disease suggest themselves as a result of a study 
of our series of cases. 

The action of forbidden carbohydrates in 
causing diarrhea leads to the deduction that they 
act as a laxative substance. But from a general 
physiologic point of view we know that in- 
creased speed of intestinal passage may be caused 
in at least four ways: (1) irritation from in- 
creased intra-intestinal bulk which speeds up 
motility of the gut; (2) hypertonic solutions; 
(3) substances stimulating the smooth muscle 
of the gut; (4) autonomic nervous stimulation. 

If the deduction is correct that a lollypop, for 
example, acts as a laxative, then in which of the 
four ways does it do so? Certainly it does not 
increase the bulk of the gut content; it does not 
produce a hypertonic solution in the gut; there 
is no reason to believe that it affects the auto- 
nomic nervous system. We must then conclude 
that it is a substance that irritates the smooth 
muscle of the gut wall. Since there is no ex- 
perimental evidence that carbohydrates per se 
are irritating to smooth muscle, we have con- 
sidered the possibility that in the celiac case 
carbohydrate may be converted in the gut 
lumen into a substance which 7s irritating to 
the smooth muscle. Such substances as gluco- 
sides, which may be similar to the emodine 
cathartic group, suggest themselves in this con- 
nection. 


[* considering the possible cause of such hypo- 
thetical conversion of carbohydrates, two 
possibilities suggest themselves: (1) that the in- 
testinal enzyme systems of the celiac case are of 
such abnormality that instead of splitting poly- 
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saccharides into monosaccharides, levulose and 
dextrose, they produce the irritating substance; 
(2) that intestinal bacteria exist which produce 
such an irritant from polysaccharides. The lat- 
ter theory is attractive when one recalls Herter’s 
work on B. bifidus and B. infantilis. 

This hypothesis that polysaccharides are con- 
verted into a laxative is compatible with many 
clinical findings in celiac disease. Rapid in- 
testinal passage would cause deficient absorp- 
tion of food elements and produce the steator- 
rhea of severe cases since there would not be 
time for the absorption of split and emulsified 
fats. Further, with insufficient absorption, a kind 
of internal starvation would result, reflected in 
such symptoms as loss of weight, failure to 
grow, malnutrition, anorexia, irritability, and 
asthenia. 

The withdrawal of polysaccharides would 
eliminate the irritant substance which is laxa- 
tive and thus stop the diarrhea, with the result 
that growth and good nutrition would be re- 
established. Polysaccharides could be introduced 
into the diet after a sufficient time because of 
(1) a readjustment of the enzyme system to 
proper splitting ot carbohydrates, or (2) dis- 
appearance of bacteria from the intestine, de- 
pending upon the theory of causation held. 

While this hypothesis does not fit all cases or 
explain all details, we have thought it worth 
suggesting with the idea that others may con- 
sider that it merits further investigation. 


CONCLUSIONS 


A study of our series shows that while the 
etiology of celiac disease remains obscure, a 
method of diagnosis and successful treatment 
has been found. A diet omitting all carbohy- 
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drates except those found in fruits and to a lesser 
extent in vegetables, and in protein milk, will 
cause symptoms to disappear, but they will recur 
if forbidden carbohydrates are ingested even in 
small amounts. This diagnostic procedure is 
simple and effective. The same diet will bring 
about a complete cure, without relapses, crises, 
or stunting, usually within eighteen months if 
the diet is followed strictly; somewhat longer if 
followed only half-heartedly. The diet which 
will effect this cure is specific in that it names 
the types of carbohydrates that may be used. A 
mere approximation of the diet outlined above 
will very likely bring unsatisfactory results. 
Strict adherence to the specific carbohydrate 
diet should bring complete cure. 


SUMMARY 


1. Celiac disease is a protracted, intermittent 
diarrhea of children caused by the ingestion of 
carbohydrates other than those found in fruits 
and to a lesser extent in vegetables and in 
protein milk. 

2. The specific carbohydrate diet which cures 
celiac disease is based on the use of banana and 
protein milk, properly prepared, with the addi- 
tion later of other fruits and some vegetables, 
plus meats, fish, fowl, eggs, gelatine, and natural 
cheese. Fats are given in normal amounts. 

3. Symptoms disappear and nutrition prog- 
resses if this diet is followed strictly and for- 
bidden carbohydrates are excluded. Cure results 
if this regimen is practiced for a sufficient time, 
usually eighteen months. 

4. Of 603 cases reported, 370 were treated 
over a sufficient period to give conclusive re- 
sults. All patients who followed the diet care- 
fully for the required time were cured. 
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Surgical Emergencies of the Anorectum 


DAVID MILLER* 


COLLEGE OF MEDICAL EVANGELISTS, LOS ANGELES 


ANY anorectal diseases when associated 
M with pain or hemorrhage should be 

considered surgical emergencies and re- 
ceive prompt and intelligent treatment. The 
complications of hemorrhage from the rectum, 
if severe and prolonged, are well recognized. 
Likewise, severe pain, if allowed to persist, can 
produce serious complications. 

Pain is the first and most severe symptom in 
these emergency conditions because the anal 
canal and perianal area are so well supplied 
with sensory nerve endings. The management 
of pain is often a difficult problem. If prolonged 
it can affect emotional equilibrium—in some 
persons even to the point of attempted suicide. 
“Pain has been shown by experiment to pro- 
duce elevation of blood pressure, changes in 
heart rate, in respiration, and in coronary cir- 
culation and also a diminution in renal func- 
tion.” Unrelieved pain, therefore, can produce 
damaging effects on the heart and kidneys. 

Many anorectal conditions cause such severe 
pain that immediate surgical attention and hos- 
pitalization may be required in order to provide 
adequate anesthesia and postoperative care. The 
critical nature of severe anorectal conditions too 
often is unrecognized. Persons associated with 
the admitting and surgical departments of hos- 
pitals, insurance underwriters and, surprisingly 
enough, many members of the medical and 
nursing professions frequently assume that sel- 
dom do anorectal conditions require prompt 
surgical attention. It is a common experience to 
be jold by the admitting personnel of hospitals 
ana by others that they were not aware that 


*From the Department of Proctology, College of Medical 
Evangelists, Los Angeles, California. 
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emergency surgery might be indicated for an 
anorectal complaint. 

It is also a common experience to see a patient 
who has been applying various remedies for sev- 
eral days to the anal region in the hope that the 
acutely painful process might subside. Recently 
a patient was seen who had second and third 
degree burns of the buttocks following the use 
of excessive heat in an attempt to cure “a pain- 
ful lump that was on one side and now is on 
both sides—local heat cured it once before when 
it was on one side.” 

Some persons will recover without the help of 
a physician provided they can endure the dis- 
comfort until natural healing processes cure the 
disease; others will recover with the aid of some 
crude or “preanesthetic era” form of treatment. 

Improved surgical technics are particularly im- 
portant in proctology. As a result of more wide- 
spread and improved instruction in the early 
diagnosis and treatment of conditions of the 
anus, the rectum, and the sigmoid, more pa- 
tients are now more quickly relieved of their 
discomfort and recovery is more rapid, complete, 
and without sequelae. 

Because of the associated intense pain and 
complications which can result from delayed or 
inadequate treatment, the following conditions 
should be treated as emergencies. 

Thrombotic external hemorrhoids—The de- 
gree of pain produced by these depends upon 
the size and location of the hemorrhoids; it may 
be intense if within the grasp of the sphincters. 
Some perianal thrombi may be absorbed if un- 
treated and cause no further trouble; others if 
untreated will erode through the overlying skin, 
producing a chronic bleeding ulcer and even- 
tually a cutaneous tag. Such tags may cause a 
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troublesome pruritus and: interfere with local 
hygiene. Thrombotic external hemorrhoids can 
so easily be successfully treated surgically that 
they should receive immediate attention. 

Fissure in ano—Conservative treatment may 
occasionally be adequate in some cases of fissure 
in ano if seen early. If two, three, or more at- 
tacks of severe pain have been suffered by the 
patient, prompt surgical treatment is indicated. 
The acutely inflamed ulcer with its edematous 
external cutaneous margin, the associated ede- 
matous anal papilla and inflamed crypt, and the 
marked spasm of the anal sphincter account for 
the intense pain. 

Untreated fissure in ano usually results in a 
contracted rectal outlet and constipation, and 
reflexly in gastroduodénal upsets, genitourinary 
complaints, and low backache. Early surgical 
treatment for fissure in ano will prevent these 
complications; in chronic cases surgical correc- 
tion of the local anorectal lesions will usually be 
followed by relief of reflex visceral symptoms. 

Abscesses—The pain associated with an ab- 
scess in or about the anorectal region is often 
intense, especially if within the grasp of the 
sphincters. Occasionally the pain is so severe 
that anesthesia may be necessary to determine 
the location of the abscess. A submucous abscess 
may cause severe low backache or pelvic pain. A 
rectal examination should always be done in pa- 
tients with such complaints. Occasionally treat- 
ment has been directed to the location of the 
pain and the actual cause missed by neglecting 
to do a rectal examination. 

Anorectal abscesses seldom localize and sel- 
dom tend to rupture spontaneously with ex- 
pectant treatment; adjacent structures become 
involved and what was a comparatively simple 
process is conv ed into one requiring compli- 
cated surgery. Incision and drainage of these 
abscesses should be performed as soon as they 
are diagnosed. 

Prolapsed strangulated hemorrhoids—Large 
internal hemorrhoids may become prolapsed and 
strangulated. The progression of the protruding 
swollen internal hemorrhoids to thrombosis, 
gangrene, sloughing, and edema explains the in- 
tense suffering of the patient. Immediate surgi- 
cal treatment is the procedure of choice in order 
to relieve the suffering of the patient and cure 
the condition in the shortest possible time. In 
patients who are poor surgical risks, prolapsed 
strangulated hemorrhoids may require conserva- 
tive treatment. 


Foreign bodies—Swallowed foreign bodies, 
such as fish bones or chicken bones and other 
sharp objects, may lodge in the anal canal and 
cause intense pain. Fecal impaction also can 
cause intense pain. Breakable and fragile objects 
inserted into the rectum may lacerate or per- 
forate it. All such obstructions should be im- 
mediately removed; hospitalization and anes- 
thesia may be required because of their size. 

Injuries—The anorectal region may be in- 
jured during surgery of the perineum, during 
the passage of examining instruments, and dur- 
ing childbirth. This region may also be injured 
by pelvic fractures, by impalement, or by gun- 
shot wounds. Immediate examination is indi- 
cated to determine the type of treatment that 
is required. 

Imperforate anus—[mmediate surgery is re- 
quired for imperforate anus in the newborn. 

Malignant lesions—Hemorrhage from the 
rectum occasionally is the first symptom of a 
malignant lesion of the anorectal area. The pos- 
sible presence of a malignant growth as the 
cause of the patient’s symptoms or as a compli- 
cation of any other emergency condition should 
always be kept in mind so that adequate treat- 
ment may be given. 


SUMMARY 


The more common acute anorectal conditions 
have been discussed. Experience has shown that 
with early recognition and improved surgical 
technics in the treatment of these conditions, 
recovery is more rapid and more complete. 
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adhesive glasses, invisible eye-glasses) are 

thin, transparent shells of glass or plastic 
which are made to lie under the lids, in contact 
with the eyeball. Mostly they consist of two 
curves, the inner surface of one to fit and adhere 
to the sclera, the other to cover the cornea. The 
corneal portion must be of the proper curvature 
with regard to the refraction of the eye, because 
it becomes part of the dioptric system. Its per- 
fectly smooth, regular curved surface is made to 
take the place of the faulty, irregular, conical, 
too greatly curved, or too flat cornea. 

Contact lenses were first suggested by John 
Hershel, a British physicist, in 1827. Their pur- 
pose, primarily, was to correct those irregulari- 
ties of the cornea, particularly keratoconus, and 
other conditions that cause great loss of vision 
and for which spectacle lenses are of very little 
use. Not much was done about them, however, 
until toward the end of the nineteenth century 
when interest in them was stimulated by the 
work of F. Miiller, Fick, and A. Miiller. 

Since then many workers have contributed 
toward their improvement and wearability un- 
til, at the present time, they have come to be 
considered not only a useful, practical and im- 
portant means of correcting the various ocular 


or lenses (also called contact glasses, 
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conditions already mentioned, but various forms 
are recommended for the optical correction of 
aphakia and ordinary refractive errors, especial- 
ly myopia; as a substitute for spectacle lenses 
for constant or occasional use for cosmetic rea- 
sons, by actors, public speakers, and others with 
high refractive errors who object to the appear- 
ance of spectacles; or for use by athletes; by 
workers in hazardous occupations and others 
when ordinary spectacles may be a hindrance. 
Special contact lenses have been used for pro- 
tection against glare in such conditions as 
aniridia or albinism. They have been found use- 
ful therapeutically as a protective cover for the 
eye in certain diseases such as entropion, trichi- 
asis, pemphigus, lagophthalmus, and others. 
The optical principles are very simple. The 
space between the cornea and the contact lens is 
filled with a watery solution, approximating 
tears, which has almost exactly the same index 
of refraction as the aqueous. The regularly 
curved surface of the corneal portion of the 
glass is very thin and since the cornea’s index 
differs only slightly from the index of the 
aqueous, the cornea becomes almost invisible 
when the contact lens is in place, just as would 
the white of an egg if dropped in a glass of 
water. In this way a new corneal system is pro- 
duced with the selected corneal curvature of the 
contact lens taking the place of the undesirable 
shape of the natural cornea. The actual corneal 
surface is optically eliminated as a refracting 
surface and is replaced by the carefully chosen 
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curvature of the contact lens. The corneal sur- 
face must be carefully ground and polished, be- 
cause it constitutes the optical portion and upon 
its accuracy depends the correction of the re- 
fractive error. 

The comfort, adherence, and tolerance, there- 
fore the usefulness of the contact lens, rests 
mostly on the shape and fit of the scleral flange, 
and great care must be exercised in fitting this 
portion. Contact lenses are blown, ground, or 
molded. They are made of glass or plastic. 

The first of the usable contact glasses were 
by Miiller in 1909. They were blown and con- 
sisted of a scleral portion of opaque white glass 
with markings to represent the conjunctival ves- 
sels, similar to the ordinary artificial eye, and a 
transparent corneal portion. There was consider- 
able difficulty in grinding such thin shells but 
this has been overcome and the inaccurate blown 
glasses are seldom if ever used at present. 

Contact lenses, accurately ground to a certain 
spheric corneal and scleral curvature were first 
made by Zeiss and have been in use since 1920. 
As already stated they were meant for those 
conditions of the eye that could not be corrected 
with spectacle lenses. For a long time only a 
few types which were made of glass were ob- 


tainable and only from the firm of Zeiss, but 
since 1929 when Heine urged their use in the 
correction of benign refractive errors, there has 
been an increase in the number of manufac- 
turers, and in the variety of curves. Great ad- 
vances and changes have been made in the 
methods of manufacture, in the material from 
which they are made, and in the technic of 
fitting them. 


t the present time contact lenses are either 
fitted from a trial assortment or they are 
molded from a casting made directly from the 
eye. Molded contact lenses were first advocated 
by Dallos in 1933. Generally the technic is as 
follows: After the instillation of two or three 
drops of an anesthetic a mold of the cornea and 
sclera is made with a soft, quick-setting paste— 
negocoll, zelex, moldite, and the like. The paste 
is either poured into the conjunctival sac while 
the lids are retracted or it is applied to the eye 
by means of an approximately fitting shell. 
From this is made a positive cast with dental 
stone or plaster of Paris. The finished contact 
lens is made with the scleral portion to cor- 
respond with the cast and the corneal portion 
ground to correct the refraction. Many modi- 
fications of this technic are used at the present 
time. Another type, the Tuohy corneal lenses, 
has no scleral flange. They are made to extend 
only over the cornea. 

At the present time nearly all contact lenses 
are being made of plastic instead of glass. They 
are less fragile than glass—almost unbreakable— 
lighter in weight, and can be as accurately 
ground and polished. 

In the last few years the number of wearers 
of contact lenses has increased considerably. 
Also many nonprofessional technicians have 
gone into the contact lens business. They have 
been advertising extensively and to such a degree 
that many persons are led to believe that ordi- 
nary spectacle lenses are passé and should be 
discarded and substituted entirely by contact 
lenses. 

It is true that contact lenses are optically 
superior to spectacle lenses in many respects. 
Being adherent to the eyeball and moving with 
it, they offer the same field of view as the 
naked eye. They overcome the marginal aberra- 
tions, distortions and other objections of the 
movable eye behind an immovable spectacle 
lens. Besides, they are almost invisible in most 
instances. They seem to be the answer to those 
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FIGURE 3. The optical principle of the afocal or plano 
contact glass. The area between the anterior surface of 
the cornea and the posterior surface of the glass is fill- 
ed with a watery fluid the index of refraction of which 
is very nearly the same as that of the cornea and 
aqueous. A. Correction of hypermetropia. B. Correction 
of myopia. C. Correction of keratoconus. The image is 
larger in corrected myopia; smailer in corrected hyper- 
metropia. 


vain persons who feel a certain inferiority in 
having to wear spectacles or who have a psycho- 
logic aversion to them. Some people can wear 
them for many hours at a time without the 
slightest discomfort. 

But many of the advantages are offset by cer- 
tain disadvantages. The insertion and the re- 
moval of a contact lens are not difficult for 
most persons, but even so, it is a very compli- 
cated procedure compared with simply putting 
on and taking off a pair of spectacles. Some per- 
sons, especially older ones, can never learn to 
use them; young children, of course, cannot. 
The length of time that they can be worn varies 
considerably with different persons regardless 
of the accuracy of the fit. There are some people 
who, for some reason or other, cannot tolerate 
them for any length of time. 

Even in the case of the most accurately fit- 
ted contact lenses the vision sooner or later be- 
comes hazy, the lens becomes intolerable, and 
it must be removed. This applies at times, also, 
to those persons who usually can wear them 


FIGURE 2. Suction bulb applied to contact glass. 


comfortably for many hours or even days. In 
any case, at any time, and without apparent 
reason, the lens may suddenly become so un- 
comfortable that it must be taken out at once. 
The success or failure of contact lenses depends 
on many factors which can never be foretold. 
Practically never can they be worn continuously 
and with perfect comfort. 

In cases of irregular curvature of the cornea 
such as keratoconus, in which the visual acuity 
is often extremely low, contact lenses offer the 
only means of improvement, and persons with 
such conditions can be expected to persist and 
continue the use of the only appliance which 
can give them good vision. Without it they 
would be compelled to change their entire mode 
of living and be deprived of all the pleasure of 
seeing. Any amount of trouble would be a small 
matter compared with the miraculous benefits 
these persons derive from contact lenses. 

But in ordinary errors of refraction that are 
correctable with spectacle lenses, when contact 
lenses are worn for cosmetic purposes and sheer 
vanity, it is most often found that the enthusi- 
asm for the new, invisible eye glasses soon 
wears off and the glass is left to remain for 
longer and longer periods in its container. Con- 
tact lenses can never entirely take the place of 
spectacles. All that is known pro and con con- 
cerning contact lenses should be discussed with 
the patient before he is allowed to spend his 
time and money for them. 
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FIGURE 4. Diagram of rays by which a reading surface 
00, is seen through a telescopic spectacle system x 1.8 
with outside attachment lens. 


TELESCOPIC SPECTACLES 


N some conditions the visual acuity, when very 

low, can be improved up to a certain degree 
by the magnification afforded with a pair of low 
power, wide angled telescopes in a spectacle 
frame. 

Telescopes in the form of spectacles, as an 
aid to persons with poor vision, have been 
made since 1646, but until comparatively recent 
times they have not been found of practical 
value. The first workable telescopic spectacles 
were designed by von Rohr and made by Zeiss. 
The arrangement consists of a convex objective 
and a small concave ocular, similar to a Dutch 
or Galilean telescope, the same as an opera 
glass, but combined with an auxiliary lens to 
correct, as well as possible, the refractive error 
of the wearer. It is obvious that this type of 
telescope by which an erect image is obtained, 
is the smallest, simplest, and best one that could 
be used in the form of spectacles. 

In an ordinary telescope the refractive error 
of the observer may be focused out to a certain 
extent by changing and adjusting the separa- 
tion between the ocular and the objective, but 
in telescopic spectacles—the distance between 
the two lenses being fixed—the refractive error 
must be corrected by variations in the combina- 
tions of the powers of the objectives and the 
oculars. The basic combinations are arranged 
to correct the refractive error with fairly coarse 
gradations. Smaller differences are obtained by 
adding supplementary lenses on the side toward 
the eye. 

By the use of glass of low dispersion (crown) 
for the objective, and glass of high dispersion 
(flint) for the ocular, a fixed distance between 
them, and a magnification of no more than 
about 2x, it is possible to eliminate sufficiently 
for practical purposes the aberrations of astig- 
matic pencils, distortion, spheric and chromatic 
aberrations in this type of telescope over a fairly 
large angle. They must be very carefully fitted 
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FIGURE 5. Telescopic spectacles. 


and adjusted. Different glasses must be used for 
far and for near. 

Telescopic spectacles are useful to a compara- 
tively small number of people whose vision can 
be improved by magnification of the retinal 
image. This would include those with cloudy 
media, partial cataracts, and others with poor 
vision due to a lack of sensitivity of the retina. 
Because the field of view is small and the other 
faults are great in proportion to the magnifica- 
tion by any optical instrument, telescopic spec- 
tacles are of limited practical value at best. For 
ordinary purposes, therefore, the magnification 
must be kept low, up to no more than about 2 x. 

No matter how carefully chosen and adjust- 
ed a pair of telescopic spectacles may be, the 
patient is always disappointed at first. The best 
obtainable field is still small, objects seem to be 
too close to him and too large, and he must 
learn all over again to judge distance. Owing 
to the magnification, objects pass across the 
field at a greater speed than that of the wearer's 
head, so rapidly that the field is lost on the 
slightest motion of the head or eyes. It is espe- 
cially difficult to keep up with moving objects. 
There is always the danger of bumping into 
things that lie outside the field. It is just as 
though he were walking around holding a pair 
of opera glasses before his eyes. 

It should be explained that it is possible to 
overcome all these difficulties and learn to use 
telescopic spectacles in time. Some patients do 
and in that case find them very helpful. But 
many will prefer low visual acuity with a full 
field and familiar conditions, to the restriction 
and hazard, the cumbersomeness, heaviness, 
and unsightliness of telescopic spectacles even 
with the magnification they afford. 
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FIGURE 6. Zeiss telescopic spectacle with converging systems 1.8 x (26 mm. in diam- 
eter) for amblyopia in emmetropic or hypermetropic patients (left) and one with 
diverging systems 1.8 x (32 mm. diameter) for myopic patients. 


TINTED LENSES 


The purpose of colored or dark glasses is to 
protect the eyes against painful or harmful 
radiations. They may be classed as (1) glasses 
used by workers in certain jobs for protection 
against the danger of excessive radiant energy 
of wave length usually shorter or longer than 
those in the visible spectrum, and (2) glasses 
for use against the glare of too brilliant sun- 
light—sun glasses. 

In industry security is given the worker with 
specified glasses scientifically selected to filter 
out the special, harmful radiations from arti- 
ficial sources associated with his particular task. 
These glasses shall not be discussed here. 

The vogue for tinted glasses has reached such 
an extent that many people, even some insuf- 
ficiently informed ophthalmologists, believe that 
the eyes need protection not only against day- 
light but against any light, even night light. 
They are misled by the extravagant and often 
untrue claims of a number of manufacturers 
of trade-marked tinted lenses. Informed oph- 
thalmologists disapprove the widespread, con- 
tinuous, and indiscriminate use of tinted lenses 
and object to the methods and wording of the 
advertisers of these glasses. 


HE purpose of light-filtering glasses is to 
j po the eyes against painful or harmful 
light. Unless the eyes are sick or abnormally 


sensitive, dark glasses are indicated only in the 
presence of extraordinary, excessive, or mis- 
directed light. Healthy, properly corrected eyes 
should be well able to tolerate most intensities 
of solar rays and need no protection against 
bright sunlight unless it is reflected directly into 
the eyes by water, sand, snow, or the like. The 
sole purpose of so-called “sun glasses” should 
be to reduce considerably the amount of direct 
or reflected sunlight on those occasions when 
the intensity is so great that it interferes with 
vision. 

On the occasions when protection is indicated 
such as against the excessive light encountered 
in the arctics, the tropics, on the sea, and at high 
altitudes, the glasses should be sufficiently dark. 
They should absorb enough light to give com- 
fort and they should be colorless—smoke or 
gray. Dean Farnsworth noted that Commander 
H. B. Eisberg, in his report after an arctic 
operation, stated that sun glasses of 15 and 12 
per cent transmission were inadequate on bright 
days over snow and ice; 4 per cent goggles 
were recommended. He also noted that exam- 
ination of captured German sun glasses showed 
that the lookouts on German submarines had 
been progressively furnished with denser glasses 
until, in 1944, the glasses transmitted less than 
3 per cent. 

But any person with normally healthy eyes 
should be comfortable under ordinary bright 
sunlight. Those who would be annoyed by less 
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than unusually brilliant sunlight should be rare 
exceptions, not the rule. 

Tinted lenses should not be worn indoors. 
Glare indoors can seldom be due to too much 
light. It may be due to too poor distribution, 
wrong type, and improperly placed lighting fix- 
tures. Concentrated sources of high brilliancy, 
even if not in the range of vision, are disagree- 
able. Whatever the causes of the discomfort, if 
any, they can certainly be regulated by better 
means than by dark glasses. 

Tinted or dark glasses should never be worn 
outdoors at night. They are dangerous for 
night driving. There should be a law against 
their use. The glare of an automobile head- 
light is due to the contrast with the surround- 
ing darkness, and no kind of glass can change 
that. Glasses dense enough to obviate the glare 
of any intense light at night would render all 
other objects invisible. A sense of ocular fatigue 
after daytime driving would more likely be 
due to an uncorrected or improperly corrected 
error of refraction ur of muscle balance than to 
the bright light. 

Persons who are inclined to be sensitive to 
very bright light are made more so by constant 
use of tinted lenses. If worn too frequently the 
habit can become so well formed that the per- 
son may be unable to go without them. Also, 
they reduce the ability to judge the values and 
effects of color, especially in the case of a person 
who already has defective color vision. This is 
particularly so with colored glasses. 

Lightly tinted glasses are hardly different 
from ordinary clear glasses. There is no valid 
reason for them. A tint which is inconspicuous 


FIGURE 7. Univis tele- 
scopic spectacles. 


and yet glareproof or even effectual in sufh- 
ciently reducing the amount of annoying light 
for visual comfort, is impossible. Nevertheless, 
promoters assert that through their miracle 
glasses the light is soft, cool, and restful as in a 
cathedral; work, they claim, is done more 
efficiently and with greater comfort. 

These hyperphysical lenses are said to match 
the complexion; to be inconspicuous yet im- 
prove the appearance; even to increase the 
visual acuity somehow or other; to protect the 
eyes against the ultraviolet and infrared in day- 
light, against amounts of energy which no one 
except the exploiters of these glasses would 
ever consider harmful; to keep out most of the 
light which seems to be bad light and let in 
only the good light. Through these glasses, they 
claim, there are no annoying color disturb- 
ances—the makers have produced the impos- 
sible, a colored glass without selectivity. They 
show pictures of persons reading through their 
wonderful lenses by the light of a lamp in an 
otherwise dark room—a spotlight; suggesting 
that inadequate or poorly distributed artificial 
light is all right if you wear the right tint. 


| gers of these glasses would have the 
ophthalmologist consider a tint as a com- 
ponent of every lens he prescribes. This means 
that for the “visual comfort” of his patient the 
ophthalmologist would have to order a different 
shade for every intensity of light indoors and 
out. The patient would need a photometer and 
a bag full of tinted spectacles to meet what they 
suggest as requirement for proper vision. 
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Diseases of the Stomach and Duodenum 
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r. Houston, a resident on Dr. Kraeer 
Ferguson’s service, has studied the cases 
to be considered and we have gone over 

them together. 

I think these cases will interest you for sev- 
eral reasons. We shall try in the time at our 
disposal to bring out some of the salient points 
in the study of these cases together, and to dis- 
cuss therapy and then I should like to mention 
some of the trends in the field of gastrointestinal 
surgery, particularly that of the stomach and 
duodenum, of the last year. 

Dr. Houston and I are going to work to- 
gether, and I have asked him to give the briefest 
history that will carry the salient points. 


PRESENTATION OF 3 CASES 


Case 1—pr. HousTON: The patient, a white 
man 32 years old, was operated on for a per- 
forated ulcer eleven years ago. Since that time 
he has had intermittent gastric pain coming on 
one to two hours after meals and relieved by 
food. 

He was hospitalized six months ago in an- 
other institution and roentgenologic examina- 
tion at that time showed ulcer. He has never 
adhered to a diet. He drinks heavily, but has 
drunk less during the last three months. He 
smokes two packs of cigarets daily. 
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He was admitted to the Philadelphia General 
Hospital within the last month and was vomit- 
ing profusely at that time. Dr. Walters, do you 
want any of the findings? 

DR. WALTERS: Yes, suppose, Dr. Houston, you 
give the results of the test for gastric acids and 
the blood count, and then we will have Dr. 
Cherry demonstrate the roentgenograms of the 
stomach and duodenum. 

DR. HousTON: The patient’s hemoglobin on 
admission was 15.1 gm. per 100 cc.; white count 
was 5,500 per cubic millimeter of blood. Analy- 
sis of the gastric contents showed 60 degrees of 
free acid and 86 of total acid, without stimula- 
tion. These figures subsequently rose to a total 
acidity of 133; the highest free acid recorded 
was 65. 

DR. WALTERS: Now, Dr. Houston, to recapitu- 
late: The patient is a man 32 years old with an 
ulcer type of history, high acids and deformity 
of the duodenum visible in the roentgenogram. 
He has lost a great deal of weight. I want to 
ask the patient a few questions too. We have 
been told that you had symptoms of indigestion 
for only a few months before the ulcer perfor- 
ated when you were 21, that is eleven years ago. 
Is that correct? 

PATIENT: Yes. 

DR. WALTERS: At that time this young man was 
a laborer. He was not able to eat his meals 
regularly, and he overindulged in two things 
which we know actively stimulate gastric se- 
cretion, namely, he smoked two packages of 
cigarets a day and drank heavily. 

Would you tell me, please, what symptom you 
had before you were taken to the hospital ? 
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PATIENT: I had pain. 

DR. WALTERS: Was it relieved by eating? 

PATIENT: At times it was. 

pr. WALTERS: What else did you do besides 
eat that would relieve it? 

PATIENT: I took quite a bit of baking soda and 
bisodol. 

pk. WALTERS: Would that relieve the pain? 

PATIENT: It would, just temporarily. 

DR. WALTERS: Since his operation eleven years 
ago he has continued to have symptoms of 
ulcer. The roentgenogram shows the deformity 
of his duodenum. Your plan, Dr. Houston, 
with him is what? 

pR. HousTON: We advised this man to undergo 
gastric resection and probably vagotomy at the 
same time. 

pr. WALTERS: I think that excellent advice for 
this patient who has a recurring duodenal ulcer. 
The question might arise whether or not this 
young man if he continues to live the life that 
he has lived, may not become one of the group 
of ulcer patients (2.5 per cent of the duodenal 
ulcer group treated by resection) who have re- 
curring ulcers. However, after all is said and 
done, if he is not operated on reactivation of the 
duodenal ulcer is likely to occur to the extent 
that it may perforate again. I believe, there- 
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fore, that this patient would be much better off 
after extensive gastric resection with removal 
of two thirds of the stomach than if operation 
were not done. If one wished to combine it with 
vagotomy there could be no objection to that. 
On the other hand at present I would be in- 
clined to do the resection and see what his 
progress was. I would then have the vagotomy 
in reserve if he should have evidences of recur- 
rence later. 

Case 2—pvr. Houston: The patient is a man 
51 years old who was admitted to the hospital 
September 21, 1949. Persistent burning epigas- 
tric pain with vomiting had begun five days 
prior to admission. He had had a vague type of 
epigastric distress for several years, with fre- 
quent night pain relieved by cream and soda 
bicarbonate. This patient had lost 25 pounds of 
weight. There were questionable tarry stools in 
the past. He had been doubled over with severe 
abdominal pain on two occasions during the 
forty-eight hours prior to admission. 

He does not drink; he smokes one package 
of cigarets every two or three days. Fried foods, 
pork, and cabbage sometimes cause belching and 
occasional pain. 


C—O admission, there was marked rigidity 
over the entire abdomen; no peristalsis 
could be heard. His white count on admission 
was 19,750, 84 per cent polymorphonuclears and 
10 per cent lymphocytes. Total serum protein 
on admission was 4.7. 

DR. WALTERS: To recapitulate: The patient had 
an ulcer type of dyspepsia for a considerable 
period of time, severe pain for the five days 
prior to entrance to the hospital, with the pain 
becoming very severe just before entrance, and 
operation. Acids were moderately high in gas- 
tric contents. You will recall that the patient 
had the following symptoms of perforation: 
leukocytosis, elevated polymorphonuclear count, 
and a silent abdomen. What was found at opera- 
tion, Dr. Houston? 

DR. Houston: This man had a perforated pre- 
pyloric ulcer which was closed at the time of 
operation. 

DR. WALTERS: What was the reason for closure 
and not resection? 

DR. HousTON: It was felt that the man would 
not stand resection at the time of operation. 

pr. WALTERS: And the findings showed what? 

DR. HousTON: Free fluid which consisted most- 
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ly of gastric content and food was found in the 
abdominal cavity. 

DR. WALTERS: Subsequently what has been this 
patient’s course? 

pr. Houston: After operation obstruction de- 
veloped and the roentgenogram on the view- 
box shows obstruction at the pylorus. The 
patient is now able to take fluids by mouth, 
however. 

pR. WALTERS: What does the roentgenogram 
show besides evidence of obstruction? 

pR. HousTON: It shows a definite gastric ulcer 
high on the lesser curvature and a_ probable 
prepyloric ulcer which is the one which was 
closed. 

pR. WALTERS: This man’s life undoubtedly was 
saved by a wise resident in the hospital where 
he was taken. He had peritonitis. The perfor- 
ated prepyloric ulcer was closed, but an addi- 
tional ulcer is present, and with the healing and 
the edema associated with the ulcer and the 
surgical procedure at the pylorus he now has 
pyloric obstruction. What would be your advice 
regarding treatment now? 

pR. HousToN: The present plan is that as soon 
as the patient is in a little better condition he is 
to have a subtotal resection. The serum proteins 
have increased from a value of 4.7 on admission 
to 7 now. 

DR. WALTERS: Splendid! Now will you give us 
the history in case 3? 

Case 3—pr. Houston: The patient is a man 
64 years old whose symptoms go back for ap- 
proximately ten months, at which time he first 
noticed a choking sensation in his throat. There 
have been occasional episodes of vomiting since 
that time after meals, until on admission he was 
unable to retain any solid food taken by mouth. 
Dull aching epigastric pain developed two 
weeks prior to admission and the patient lost 
25 pounds in the last ten weeks. 

Physical examination revealed marked evi- 
dence of loss of weight, and no palpable abnor- 
mal abdominal masses; the rectal shelf could not 
be palpated. There was no evidence of any en- 
largement of the supraclavicular nodes at the 
time of admission. Gastric acidity showed no 
free acid, either before or after administration 
of histamine. 

DR. WALTERS: To recapitulate: This patient has 
had dyspepsia, ulcer-like in type, for ten months 
and now has no free hydrochloric acid. Is that 
essentially correct? 

DR. HOUSTON: Yes, sir. 


DR. WALTERS TO THE PATIENT: How did the 
indigestion bother you? Did you have distress 
after you ate or burning or belching? 

PATIENT: I sort of choked or felt a burning in 
the throat. 

DR. WALTERS: What would relieve this? 

PATIENT: I would take soda and it would go 
away. 

pR. WALTERS: Would food relieve it? 

PATIENT: Sometimes I would eat a little and 
it would go away. 

DR. WALTERS (Roentgenogram shown): The 
roentgenogram shows an extensive lesion of the 
stomach. You can see the extent of the involve- 
ment toward the fundus. I would like to ask 
you, Dr. Houston, is there any evidence of ex- 
tension of the malignant lesion to other vital 
structures ? 

DR. HOUSTON: The roentgenogram of the chesi 
on this man is negative. His rectal shelf is not 
palpable, and there are no enlarged nodes in 
the supraclavicular region. We are not able to 
be definitely sure that we palpate this lesion. 

pR. WALTERS: In other words, here is a man 
with an extensive lesion of the stomach who 
does not seem to have an extension of the malig- 
nant process beyond the stomach. Therefore, 
what would your opinion be here? 

pr. HousTON: The thought with respect to this 
man is to perform an exploratory operation in 
order to remove the lesion if it can be done. 
There is considerable uncertainty about the re- 
sectability, however. The man did sign out from 
the hospital against advice fourteen days after 
admission for this study, and even though he 
can retain only liquids as of this morning, he 
still wants to think it over a little bit. 

pR. WALTERS: I most certainly think that an 
exploratory operation should be performed. The 
patient is in pretty good shape and the outlook 
for him without removal of the lesion is hope- 
less. You all know that roentgen treatment, 
radium, radioactive isotopes, or any of the other 
substances like teropterin, nitrogen mustard, 
and so forth, have no value in carcinomas of 
the stomach. On the other hand, he may have a 
good result from a total gastrectomy. However, 
I will talk more about that later. 


COMMENT ON CASES 


WANT to call attention to the similarity of the 
history in case 2 in which the patient has the 
benign recurring gastric ulcer and is to have 











partial gastrectomy when his condition permits 
and that in case 3 in which the patient has car- 
cinoma of the stomach. 


I a large series of cases of cancer of the stom- 
ach that my colleagues, Drs. Gray and 
Priestley, and 1 studied and reported on in 
1939, a third of all the patients operated on for 
cancer at the Mayo Clinic in the preceding 
twenty-year period had an ulcer type of history, 
just as our third patient, who has carcinoma 
of the stomach has had it for ten months. More- 
over, just as he obtained relief of pain from food 
and soda, so did 80 per cent of our patients with 
gastric cancer who had an ulcer type of distress. 

As mentioned before the patient in case 2 
might have died had gastric resection been 
done when the ulcer opening was closed by the 
resident. It seems to me that the best advice to 
the general surgeon is, close the perforation— 
especially if peritonitis is present—and then if 
the ulcer recurs, as it does in 60 or 75 per cent 
of such cases, subtotal resection should be rec- 
ommended and performed at a time when the 
patient’s general condition is such that the risk 
from partial gastrectomy is low. 
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FIGURE 1. Gallbladder 
perforated into wall of 
stomach. Cavity filled 
with large gallstone. 
No other pyloric or 
duodenal _ obstruction. 
Cholecystectomy per 
formed for removal of 
stones. 


CERTAIN DIAGNOSTIC PROBLEMS 


In order to bring out certain problems in diag- 
nosis, I shall show a few illustrations. The roent- 
genogram in Figure 1 is that of a patient who 
had biliary colic thirty years ago and then had 
no further colic. He did lose weight and had 
epigastric fullness. The roentgenologist reported 
evidence of pyloric obstruction with a_ filling 
defect, and the patient had achlorhydria. A diag- 
nosis of carcinoma of the pyloric end of the 
stomach was made but at operation the filling 
defect was due to a large gallstone which had 
perforated from the gallbladder into the wall 
of the stomach and had caused the obstruction. 

My advice is, “Do not pigeonhole diagnoses 
and do not try to fit a patient into a diagnosis.” 
The accuracy of the roentgenologists in diag- 
nosing upper abdominal lesions is astonishing, 
and surgeons, diagnosticians, and patients alike 
owe the greatest gratitude to them for their ac- 
curacy. Sometimes, however, they may err and 
interpretation of roentgenograms is difficult. We 
must remember, therefore, that often the only 
way in which the exact nature of the lesion can 
be determined is by exploratory operation. 

Another condition which sometimes, in fact 
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FIGURE 2. Prepyloric 
polypoid lesion. 


quite frequently, produces achlorhydria, is a 
gastric polyp (Figure 2). The patient had a 
gastric polyp prolapsing through the pylorus 
and producing gastrospasm. Considerable hyper- 
trophy of the pyloric musculature and ulcer-like 
pain resulted. The evidence of gastrospasm in 
Figure 2 should be noted. When we cut through 
the musculature of the pylorus in this case it 
was almost as hypertrophied as the minimal de- 
gree of hypertrophy that you see in an infant 
with congenital pyloric stenosis. The patient had 
symptoms of ulcer, and yet did not have a 
duodenal or gastric ulcer, because I opened his 
stomach and duodenum. His ulcer-like symp- 
toms, like those of 2 patients demonstrated, 
were due to gastrospasm. 

I want to call your attention to gastrospasm 
because it is not the ulcer that produces the pain 
when the stomach is empty; it is the gastro- 
spasm that produces the pain. Of course the 
action of the acid on the ulcer in part produces 
the gastrospasm. When such a patient is sent 
to the hospital for a physiologic rest the gastro- 
spasm is relieved because cerebral stimulation 
of gastric motility does not occur and the local 
stimulation of the acid secreting mechanism is 





decreased because he receives a nonirritating 
diet. In other words, the reason that a patient 
has immediate relief of pain after vagotomy is 
not because the ulcer has healed; it is because 
the stomach has dilated and gastrospasm can no 
longer occur. 


vz say, “Yes, but how about the reduction 
of gastric secretion and the reduction of 
gastric acidity that occurs in those cases?” Well, 
does it occur in all of them? No. In my experi- 
ence gastric acidity is reduced in only 80 per 
cent of cases in which complete vagotomy is 
done, as proved by negative results of insulin 
tests, and in only 28 per cent does achlorhydria 
occur. If you contrast that with the result of 
adequate gastric resection of the stomach for 
duodenal ulcer following which 72 per cent of 
the patients have achlorhydria and all have re- 
duction of gastric acidity, I think you can under- 
stand one of the reasons why, as Dr. Ravdin* 
brought out, most surgeons are of the opinion 
that partial gastrectomy is a much better opera- 


*Ravpin, Istpor S.: Diagnostic Clinic: Surgery of gastric 
and duodenal ulcer. Postgrad. Med. (In Press.) 
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tion than vagotomy for primary duodenal ulcer, 
for chronic recurring gastric ulcer, and in my 
opinion for recurring ulcer after gastroenteros- 
tomy. Vagotomy, I believe, is better in the treat- 
ment of recurring ulcer when an adequate 
gastric resection has been done. 

Let me digress to state that I believe that the 
Hollander insulin test is not an absolutely ac- 
curate test of completeness of vagotomy but it is 
the best test that we have at present. 

Another gastric roentgenogram (Figure 3) 
shows a similar type of lesion. Ulcer-like symp- 
toms in this case sometimes were relieved by 
food and soda. As in the last-mentioned case 
they were not due to an ulcer, but to a polypoid 
lesion prolapsing through the stomach. 


OPERATIVE PROCEDURES 


At this meeting I have heard three very inter- 
esting papers, relating to problems of surgery of 
the stomach and duodenum. I agreed with 
everything that Dr. Ravdin said and I would 
like to make one addition. It seems to me that 
there is a place for gastroenterostomy in certain 


FIGURE 3. Prepyloric 
submucosal adenomy- 
oma. 


cases of duodenal ulcer when the patients with 
chronic obstructing duodenal ulcers are old, have 
low acids, and are in poor general condition. 
Gastroenterostomy can be performed in such 
cases after a little local anesthetic is placed in 
the abdominal wall and a few whiffs of gas 
have been given. The results in my experience 
have been excellent. 

There is also a place, I believe, for gastro- 
enterostomy combined with vagotomy. I was 
one of the first to criticize some of the results 
which have followed vagotomy. In December, 
1946, I described the results in 33 of these cases, 
and stated that the results of vagotomy are in- 
determinate, indefinite, and unpredictable. I 
can use these same conclusions in the other 
paper which I have recently completed on my 
observations in 102 cases. I, like Dr. Ravdin, 
believe that the greatest importance of, or in- 
dication for, vagotomy is in the case in which 
an adequate resection of the stomach has been 
carried out and the ulcer has recurred. 

Priestley and Gibson studied a group of 24 
cases in which vagotomy was performed for re- 
curring ulcer after adequate resection. There 
were no deaths in the group, and 79 per cent 
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TABLE 1 


OPERATIONS FOR Gastric ULceErR, 1948 


TABLE 3 


ParTiaAL GASTRECTOMY FOR BENIGN LEsiIons, 1948 





HOSPITAL DEATHS 
OPERATION | PATIENTS : 
| NUMBER PER CENT 








Partial gastrectomy 





Gastroenterostomy* 


Othert 


TOTALT 





“Includes 2 cases with excision of ulcer. 

t1 total gastrectomy, 1 excision of ulcer, 1 gastroduoden- 
ostomy. 

tIncludes 3 cases with simultaneous vagotomy; 25 cases 
of partial gastrectomy with simultaneous reactivated duo- 
denal ulcer. 


TABLE 2 


OPERATIONS FOR DuopENAL ULceEr, 1948 





OPERATION | PATIENTS | PER CENT 





Partial gastrectomy 





Partial gastrectomy with vagotomy 





Gastroenterostomy 





Gastroenterostomy with vagotomy 





Vagotomy 





Closure of perforation 





Other operation 





| 100.0 





had good immediate results. They contrasted 
that with the risk of a second resection. The 
hospital mortality rate after a second resection 
is 11 per cent, and only 65 per cent of the pa- 
tients have satisfactory results. There is no doubt 
in our minds, therefore, that vagotomy has a 
definite place in treatment of such patients. 

I believe also that vagotomy plus gastroenter- 
ostomy has a definite place in the treatment of 
certain young patients who have very large 
duodenal ulcers that cannot be either removed 
safely or allowed to remain and the duodenal 
stump closed safely as a part of a partial gas- 
trectomy. If gastric acids are high, I prefer 
gastroenterostomy and vagotomy to an exclusion 
operation. 

To answer the question, “What types of 
surgical operations are indicated in the treat- 
ment of various types of gastric and duodenal 





HOSPITAL DEATHS 


PATIENTS|- —- j 
NUMBER| 


DIAGNOSIS 7 
PER CENT 


Duodenal ulcer : 


Gastric ulcer 


Gastrojejunal ulcer* 


Gastric and duodenal ulcer 
(simultaneous) 


Gastritis or gastroenteritis 


Other 


TOTAL 12 2.2 





*Includes 6 cases with simultaneous reactivated duodenal 
ulcer. 


TABLE 4 


OPERATIONS FOR GASTROJEJUNAL ULceR, 1948 





OPERATION PATIENTS PER CENT 





Partial gastrectomy* | 36 66.7 


Vagotomyt 18 


TOTAL | 54 H 100.0 
i 1 





*Includes 6 cases with simultaneous duodenal ulcer. 
ti case with excision of ulcer. 


lesions?” I shall present statistics taken from 
the annual report of the surgery of the stomach 
and duodenum at the Mayo Clinic in 1948 
which has just been presented at our staff meet- 
ing (Tables 1 to 7). 1 am including these tables 
in order to show in general the types of opera- 
tion with relative percentages which we have 
used in treating gastric and duodenal lesions in 
1948. For example, for chronic gastric ulcer 
(Table 1) we believe that there is no place for 
any other procedure except partial gastrectomy. 
Why? It removes the lesion with a low risk, 
gives excellent results, and removal is needed 
because the gastric ulcer may be malignant. We 
will not stop for the detailed discussion of these 
statistics because there is not time. 

For duodenal ulcer as indicated in Table 2 
partial gastrectomy was performed in 75.7 per 
cent of the cases. During 1948 also vagotomy 
alone was done in only 3 cases of duodenal ulcer. 
In 102 cases which I have recently reported 
vagotomy without other operations on the 
stomach gave excellent results in only 57 per 
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TABLE 5 
Vacotomy, 1948 





} 
| VAGOTOMY 
DIAGNOSIS 


SIMULTANEOUS OPERATION 





PATIENTS | 
ALONE 


GASTROENTEROSTOMY 
| 


EXCISION OF 


PARTIAL GASTRECTOMY | castRoDUODENOsTOMY ULCER 





Duodenal ulcer 36 


| 6 | | 








Gastrojejunal ulcer 





Duodenitis 


| 
} 
} 
} 
| 
| 
Gastric ulcer | 





Gastric hemorrhage | 





TOTAL | 





*No hospital deaths. 


TABLE 6 
GASTRECTOMY FOR MALIGNANT LESIONS OF THE STOMACH, 1948 





| 
TOTAL MALIGNANT LESIONS } 


CARCINOMA | SARCOMA 





OPERATION | 
| HOSPITAL MORTALITY 
PATIENTS 

RATE, PER CENT 








| | PATIENTS 


| | 
HOSPITAL MORTALITY | PATIENT | HOSPITAL MORTALITY 
RATE, PER CENT RATE, PER CENT 





Partial gastrectomy 





Total gastrectomy 








cent of the cases of duodenal ulcer whereas par- 
tial gastrectomy gave excellent results in 80 to 
go per cent. As I have told you, we have always 
felt there was a place for gastroenterostomy, 
and we feel there is a place for gastroenterostomy 
and vagotomy. The reason is that some of the 
ulcers are so large that the life of the patient is 
jeopardized if they are removed and I believe 
that gastroenterostomy is much better than an 
exclusion type of resection. 


ARTIAL gastrectomy was performed for benign 

lesions in 544 cases as shown in Table 3. The 
average mortality rate was 2.2 per cent and I 
have a word to say about that. In examination 
of mortality rates, it must be remembered that 
a year’s work may not be conclusive; the next 
year the rate may be twice as high, or the year 
after it may not be quite as high, and so on. 
After all, you must have, as you know, a series 
of averages. 


Partial gastrectomy was the procedure carried 
out in two thirds of the cases of gastrojejunal 
ulcer in 1948 as shown in Table 4. However, 
my colleagues and I think that there is a place 
in the treatment of gastrojejunal ulcer for 
vagotomy. For myself, I prefer resection to 
vagotomy in cases of gastrojejunal ulcer after 
gastroenterostomy if the resection can be done 
with a reasonable degree of safety, that is, if the 
patient’s condition is satisfactory. My reason is 
that I know on the basis of studies over the 
years in enough cases that we can expect excel- 
lent results in most such cases after resection. 
We do not know for sure what we can expect 
from vagotomy for gastrojejunal ulcers after 
gastroenterostomy because, as Priestley and Gib- 
son showed, after gastroenterostomy it takes 
three years on the average for a gastrojejunal 
ulcer to manifest its presence. Some of you will 
say, “Well, most of them I have seen are within 
the first year.” But we all see many cases in 
which ten, fifteen, and even twenty years have 
elapsed since operation. 
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I am glad to show Table 5 because it gives an 
idea of the number of vagotomies that were 
done at the Clinic in 1948 and for what they 
were done. Vagotomy alone was done for duo- 
denal ulcer in only 3 cases. When simultaneous 
operations are performed, the effects should not 
be attributed to vagotomy because in years past 
these simultaneous operations of themselves 
without vagotomy have produced as good re- 
sults as the combined operation. 

I shall close this clinic with a brief comment 
on total gastrectomy and the presentation of one 
of Dr. Bates’ patients who recently had a total 
gastrectomy. 

There is no doubt but that the incidence of 
total gastrectomy in relation to subtotal or par- 
tial gastrectomy has increased tremendously. 
When I became interested in total gastrectomy 
about twenty years ago and reported 3 cases 
with physiologic studies, we were operating on 
only a few such cases a year at the Mayo Clinic. 
Last year (1948) 26 were done in addition to 
174 subtotal gastrectomies (Table 6). The year 
before (1947) 19 total gastrectomies were done 
in addition to 125 subtotal operations. In other 
words, in the last twenty years in the experience 
of almost all surgeons more extensive gastric re- 
sections and more total gastrectomies have been 
performed. 

When I first became interested in the problem 
twenty years ago, the longest period of life that 
a patient had experienced after total gastrectomy 
was four and a half years. This case was re- 
ported in 1911 by Zykoff. One year ago I saw a 
patient on whom Dr. Priestley and I had per- 
formed total gastrectomy for carcinoma without 
glandular involvement six and a half years be- 
fore. This patient gave no evidence of recur- 
rence, and we sent him into the physiologic 
laboratory to study the effects of the loss of gas- 
tric secretion. The patient was last heard from 
four months ago and claimed to be well. 

I cannot say as a rule that I favor extensive 
surgical procedures in cases in which secondary 
lesions are present even though it is possible to 
remove the visible secondaries. The additional 
surgical risk, the early recurrences and develop- 
ment of other metastatic lesions in such cases 
make such operations of questionable value. On 
the other hand, if the lesion is confined to a 
viscus and can be removed I think we are 
justified in removing it even though the opera- 
tive risk is increased. 


TABLE 7 
SuRGICAL PROCEDURES ON THE STOMACH AND 
DvuopENuM, 1948: SUMMARY 





NUMBER 





Patients 1,091 








Surgical procedures 1,276 





Hospital deaths 


Operations | 1,104 





HospiraL Mortaity Rate 





BASIS OF RATE PER CENT 








Operations 


3.8 





Patients | 3.8 


Surgical procedures 3-3 





Be Bates, don’t you want to say a word 
about this patient who had total gastrec- 
tomy? How old is he? 

pr. BATES: Seventy-four years old. He was 
operated on two weeks ago today. He was 
studied by Dr. Bockus. He had achlorhydria 
and was sent in with deformity of the prepyloric 
region, which on operation was found to be 
much more extensive, of course, than the roent- 
genogram indicated, necessitating a total gas- 
trectomy. We anastomosed the end of the 
esophagus to the side of the jejunum and the 
patient has made an uneventful recovery in 
spite of pulling the nasal feeding tube out with- 
in twenty-four hours after the operation. 

DR. WALTERS: I was very happy to have this 
patient to show to you because, as I empha- 
sized, the incidence of total gastrectomy and the 
proportion and ratio to partial gastrectomy has 
been increasing in the hands of many general 
surgeons and particularly those interested in 
gastric surgery. 

I think that we have to remember that what 
we thought was a four-year limit of life follow- 
ing total gastrectomy because of early recur- 
rences is not always true and that there are evi- 
dences now of patients who have lived for many 
years. I know personally of one who lived more 
than six years after operation. In our records 
Belding has found 7 cases in which the patients 
have lived more than four years after total gas- 
trectomy. 
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aTHER than present a diagnostic clinic, I am 
R going to discuss briefly the management 
of neuroses in a general hospital. Most 
of us have been accustomed to studying a 
patient completely in our medical and surgical 
wards; then, finding insufficient data from 
which to explain the multiplicity of symptoms, 
we send for psychiatrists and assume that the 
patient has a neurosis. 

In order to get away from this rather back- 
ward way of doing things there has been insti- 
tuted in many hospitals the policy of having 
psychiatrists make rounds with the other serv- 
ices, with the thought that instead of being call- 
ed in as a consultant, which might make it, at 
times, difficult for the patient, the psychiatrist 
is one of the treating group, one of the team 
going through the wards, making studies of all 
patients. 

It would seem, then, not too difficult to deter- 
mine the presence of a neurosis long before the 
physical examinations, laboratory studies, etc., 
are completed so that the patient has the full 
benefit of a completely rounded study—not just 
the blood count, urinalysis, and chest x-ray, but 
also a neurologic examination and a psychiatric 
evaluation. 

In such instances, those patients who are 
found to have truly psychosomatic symptoms 
or who have real evidences of a neurosis, such 
as anxiety and tension states, phobic syndromes, 

*Professor of Psychiatry, Jefferson Medical College, Phila- 
delphia, Pennsylvania. 
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and what-not, are picked up and recognized; 
those matters of a perhaps psychologic nature 
are then handled along with the treatment of 
the case, not as something separate, but as part 
of the total patient and his total treatment. 

We have recognized that patients in a medi- 
cal ward who are singled out for psychiatric 
consultations are often kidded a little by the 
patients on either side of them: “You're going 
to see the psycho doctor. I wonder if they’re 
going to send me next.” And there is a certain 
amount of jesting and embarrassment on the 
part of the patient. If there is a routine, sys- 
tematic evaluation of all patients at one time 
as the ward service moves forward, there is no 
singling out, no stigma, and no discomfort to 
the patient. 

Once it has been determined that your patient 
does require more than the ward itself can offer, 
it is easy—just as one sends a patient to the 
x-ray laboratory, to the basal metabolic room, 
or somewhere else—to send him to the psychi- 
atric consultation room where the psychiatrist 
may have the patient to himself long enough 
to discuss background problems. These visits 
to psychiatrists in the general hospital can, then, 
be made inconspicuous and, again, a part of the 
total care of the patient. 

It is found surprisingly comfortable to have 
patients on these services ask for an oppor- 
tunity to talk again to a psychiatrist. Sometimes 
the patient is more aware of the need for this 
service than the doctor on the service who is 
so interested in the physical manifestations. 

For a long time now, we have given up the 
idea that a patient is either an organic or a 
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functional case. We know well enough that all 
organic cases also are functional cases. There is 
no separation between psychiatry and medicine. 
It is the total patient in whom we are interested, 
and those components of his which may inter- 
est one specialist more than another are still 
part of the total patient and bring about an in- 
terplay of whatever symptoms he may have. 

In order to avoid too far a separation, it is 
quite necessary that the medical or surgical 
department, or whatever service it may be, and 
the psychiatrist have frequent enough con- 
ferences and consultations—sitting in staff 
meetings and discussing the problems of the 
particular patient—so that all persons handling 
that patient have a similar viewpoint, the same 
objective, and a similar outline of treatment. It 
is very unfortunate sometimes to find some 
rigidity among ourselves so that we insist that 
a patient do certain things that are not quite 
fitting and in line with the therapy some other 
physician cooperating with the patient may ask. 
It is extremely important that we have friendly 
cooperation and interest among all physicians 
and, again, consider the total patient. 

In the handling of these patients in a general 
hospital, in the medical service, in the surgical 
service, in the obstetrical service—it doesn’t 
make any difference from what service they 
come—the technic may be the same. It is a little 
more difficult in some services than in others. 
It is most naturally done in the medical service 
and easily spreads to other services which ask 
for similar opportunities to share with the psy- 
chiatrist the handling of some of their problems. 


[ would sound as though, as psychiatrists, we 
want to see all patients. That is exactly what 
we do want. We want to see all patients as a 
matter of total evaluation, not as a matter of 
finding some peculiar thing. 

In order to treat these patients properly, it is 
much easier to take them into a conference 
room. What do you do with the patient in a 
conference room? It does not require any very 
great psychiatric training or acumen to recog- 
nize that the patient comes to you because he 
wants to talk out a problem; whether he has a 
heart lesion or a sprained ankle, he still has a 
problem; he has a problem in relation to what 
one might call social matters, economics in- 
volved by reason of his illness, distress at home 
by his absence, the anxiousness of the family, 
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his own anxiety about his family and about his 
job. There are often little things that make a 
great deal of difference in the impression upon 
the patient of his sickness, and sometimes those 
little things, if noted and discussed, can relieve 
tremendously the patient’s difficulties. Much of 
this detail can be taken care of by an under- 
standing social service worker who will take 
time to sit down and listen. 

Our greatest problem in these patients is the 
matter of time. It takes a good many young 
psychiatrists, fellows, residents, and so forth, to 
complete a well-rounded service in a general 
hospital, and most hospitals do not have such 
facilities. Men who are doing internal medicine 
are, as a whole, very well trained psychiatrically 
and have a good deal of understanding nowa- 
days; their difficulty is, again, the matter of 
time. It may be that they cam gain a certain 
amount of time by allowing a competent social 
worker to secure a complete psychiatric or social 
history. Most histories obtained on the usual 
services are brief histories having to do with 
the immediate physical complaint and nothing 
to do with the background of the patient or the 
distress that exists by reason of it. 

A good social worker can help us greatly not 
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only by getting a more: complete history, but 
also by helping to solve some of the social phases 
of our cases. 

However, it is up to the doctor to sit down 
and talk over problems with the patient. You 
do not have to spend a great deal of time with 
every patient, but there are some patients who 
will require perhaps an hour’s conference, some 
who will require only a twenty-minute confer- 
ence, but every patient requires some oppor- 
tunity to express himself about those things that 
are making him anxious and making his sick- 
ness more difficult. 

There are many patients in whom you will 
find, as you talk with them, a true neurosis of a 
severe degree which is probably the major ex- 
planation of the clinical symptoms. In such a 
patient you may require additional help. Such 
a patient probably should be seen at least an 
hour a day in order to give him a chance to 
talk over and “ventilate,” as we say, the emo- 
tional material that has been piling up; for al- 
though much is unconscious, a lot is conscious. 
He must unload these repressions on someone, 
and the doctor will probably want to accept that 
load because he can interpret and comfort and 
reassure the patient. 

From the standpoint of continued care, many 
of these patients as they leave the hospital, hav- 
ing been in conference with the psychiatrist 
before, easily make the liaison step into the out- 
patient department. It is not a difficult matter to 
get a patient to come back to the outpatient 
psychiatric department for re-visits and follow- 
through treatment, psychotherapy, if you like, 
if he has already made a contact with that 
psychiatrist on the wards of the hospital and 
feels that the psychiatrist is definitely a link 
in the machine toward wellness, not something 
different and apart; so the patient’s move into 
the outpatient department becomes easy and 
comfortable for him. 


T° the outpatient service these patients can 
always be handled as private patients. There 
is no reason why you cannot arrange for ap- 
pointments to your outpatient service, particu- 
larly for patients who are going to take from a 
half hour to forty-five minutes or an hour. You 
can plan those cases ahead, you can schedule 
their time to the time of the psychiatrist, wheth- 
er in clinic or out-clinic hours, so your patient 
does not sit around and fret and get tense and 


anxious by waiting a long time in a line. It is 
very disastrous to anyone’s morale to wait an 
indefinite period. If you know that you have to 
wait an hour and twenty minutes, you can put 
up with it, but if you don’t know whether you 
have to wait an hour or three or four hours, it 
is very disturbing. 

Psychiatric patients particularly should be on 
a program and a schedule, and it is well to have 
them scheduled ahead several weeks so they 
know they will have a continuity of care, that 
they will be in an hour this week, an hour next 
week, an hour the following week, and know 
they have three or four hours coming up ahead. 
It is easy to cancel those appointments if you do 
not need them, or to change them at any time. 
It is very reassuring to the patient to know that 
he is listed to see that particular physician for a 
certain period of time ahead. It is almost like 
a splint that he may need for a while and then 
learn to get along without. For a time it is real- 
ly necessary that he have reassurance and as- 
sistance in planning. 

In many parts of the country we do not have 
psychiatric facilities readily available to all gen- 
eral hospitals. In a great many places, as you all 
know, the internist is handling largely the 
psychiatric difficulty. If he does not have time 
or what he feels is sufficient training to do a 
great deal of detail work, perhaps he can train 
the patient to do a lot for himself. 

We frequently use autobiographies which the 
patient himself writes out, as talking points and 
high spots on which we can lean to dig further 
for information. For example, we tell a patient 
to take a sheet of paper and mark at the top of 
it “Pre-School Years,” to draw a column down 
the middle, to head one section “Good,” the 
other “Bad,” and then list in the “Good” column 
the high spots of that period of his life that he 
can remember; his birthday party where he got 
something especially good, or some trip that he 
took, something that was unusually fine; then 
in the “Bad” column, things that he can recall 
that might have been disastrous, when he fell 
down and skinned his nose or was refused to 
go on a party, or had a spanking that he felt 
was unjustified, when he lost something he 
treasured greatly. In this way you have a few 
headlines, and by seeing the patient at frequent 
intervals you can separate his outline into vari- 
ous categories so that he has one for pre-school, 
some time later one for the primary and gram- 
mar grades, one for high school, one for col- 





lege, one for career, one for service in the Army 
or Navy, and so on, and you have special groups 
of sheets from which you can use headline dis- 
cussion points. It simplifies matters for you in 
the sense that it gives you a program to follow, 
a list from which you can check off things that 
have been discussed, and when your patient 
keeps coming to you for discussions over a 
period of weeks you do not repeat too often; 
you know where you are headed, and you 
know what you have covered, and he is very 
much reassured by the very fact that you are 
keeping some kind of notation of the progress 
you are making together. 


|. yer you get a patient running through a de- 
tailed history of himself, often he can be 
assigned perhaps a half hour each evening as a 
regular time to sit and think and make notes. 
Tell him just to write headlines and let each 
headline remind him of something else and put 
that down, so that he begins to think in se- 
quence and soon his memory is joggled and he 
remembers a great many things that he thought 
he had forgotten. 

We have a great many memories that for 
many reasons never come forward, but if we 
start stimulating the memory about things that 
can come forward easily, there are brought 
along associations that in turn drag forward a 
great many other things that have been out of the 
conscious mind, and it does not take a great 
deal of training or astuteness to understand 
some of the reasons why the patient has not 
brought forward those prior memories. The 
linkage of them is quite apparent, but as a pre- 
caution may I add that we should not point out 
to the patient immediately just what his prob- 
lem is, but allow him to see it himself. As you 
go along with such a more or less simple pro- 
gram of psychotherapy, you will find that he 
begins to understand things and their implica- 
tions and associations to a degree where he will 
begin to ask, “What does this mean? Why did 
I, when I thought of this, think of that other 
thing? Why, when this good thing came into 
my mind, did that very bad thing pop up and 
bother me so that I got anxious and perspired 
as though I were living it over again?” You 
will find that very often these patients can un- 
cover for you in their own time, a great deal of 
material that will be of benefit. 

It may be well to keep in mind that there 
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are certain blocks in all of us where we stop 
thinking about things because they hurt a little 
too much. When your patient is uncovering his 
soul in this manner there will be places where 
he will stop short and not want to discuss it, or 
will find an excuse that you will know is not a 
valid one to pass over that subject. He may say, 
“That is not important, let’s skip it.” If you 
make notes of those particular parts of his dis- 
cussion, you will find that they are essentially 
important parts to come back to later on, and 
there is some reason why he is defending that 
exposure, but to challenge him at that moment 
would, of course, increase his defense and you 
would not gain much by it. If, rather than chal- 
lenging him, you make a notation so that later 
in your discussion when something apropos of 
that comes up you can bring it in as a sort of 
side issue and let him begin to discuss it from 
another angle or with another association so 
that it doesn’t hurt him as much. He may be 
quite glad then to talk freely and to disclose to 
you those things that are hurting him more 
and are bad enough so that he is keeping them 
well hidden. 

One may ask how long this program will go 
on. Of course, such a program depends entirely 
on the patient and how you are handling him. 
Some patients will have great difficulty in writ- 
ing out even a simple autobiography. Those 
patients require more of your time. Those who 
can do it easily take less of your time at first. 
It may require two or three periods for you to 
train a patient so that he really understands 
what you are trying to do and what he is ex- 
pected to do, but once he understands, has 
made the effort, and finds the satisfaction and 
the accomplishment that come from it, you 
will find that he will save you a great many 
hours by his own effort. 

As I have pointed out, notes about these mat- 
ters are extremely important because without 
them you do not know where you are headed 
and soon you are talking about adolescence 
when you are in the middle of infancy, and in 
the middle of puberty you begin talking about 
college; the patient becomes as confused as you. 
On the other hand, you cannot be too rigid; if 
the patient has something he wants to talk 
about, listen to him. 

Our greatest trouble as doctors with our pa- 
tients who are anxious and nervous is, I think, 
our own impatience with them. To sit and 
listen when we know the answers or think we 





Postgraduate Medicine 


know the answers is sometimes rather difficult, 
but it is our job to sit and listen and to answer 
only when we should. We all make the mistake 
of jumping in, interrupting, making our observa- 
tions because we want the patient to know what 
we know before he is ready to accept it. It is almost 
impossible for a doctor handling many people not 
to be tempted to play God a little. Don’t be 
God; just be a doctor. You are a doctor talking 
to a patient; you don’t know all the answers; 
often the patient will give you the answers if 
you give him time. When the patient is able to 
explain the meaning of his symptoms to you, he 
will have made rapid strides toward a recovery, 
or at least toward a greater understanding of his 
neurosis, because if he can explain to you what 
these things mean he is making real progress. 

It is our purpose to interpret so that he may 
understand better what his symptoms really 
mean to him. It is easy to recognize the mean- 
ing of a symptom such as a pain from an irri- 
tated pleura, a pleuritic pain; it is definable, 
recognizable, easily understood. But a panic 
with anxiousness may be very difficult to under- 
stand as a symptom. It is a pain from a specific 
source, just as positive as is the pleuritic pain 
from a specific source, except that in the one 
you know the answer and in the other you do 
not. Whether it is organic or functional, me- 
chanical or chemical is of no great significance 
provided you keep in mind the fact that the 
patient is trying to express some kind of dis- 
ability through the symptom that he recites to 
you. The symptom may be a simple thing or a 
great thing, but always has a meaning behind it. 


A we sit at our desks and look at our pa- 
tients, hear them, and try to understand 
what they are attempting to say, the old phrase 
of trying to put ourselves in the patient’s place 
does not quite fit, because if you did you could 
not understand what the patient is trying to 
express, for he himself does not understand it. 
You want to go further than being in the pa- 
tient’s place; you want not only to understand 
but to get the reasons behind it in order to help 
him understand. He is in a state of acute ten- 
sion and anxiousness because he does not know 
the nature of his complaint; he is expecting you 
gradually to unfold it to him. 

One of the problems in the handling of neu- 
roses in a general hospital is the matter of medi- 
cation. There, again, no reason exists why a 


patient who needs medication for a gastroin- 
testinal disturbance, which may be a_psycho- 
somatic manifestation of distress of various 
kinds, should not have treatment for his gastro- 
intestinal disturbance, as well as an attempt to- 
ward understanding the emotional components 
that produce it. We make the mistake of chop- 
ping it off in the medical service and assuming 
that that is all there is to it, instead of realizing 
that he is a total patient and needs the care of 
all those divisions that are interested in him as 
a patient. That would imply that the psychiatrist 
would have to understand the medical side of 
the patient just as the medical man must un- 
derstand the psychiatric side of the patient. 
There is no line that you can cut and say, “This 
belongs to you and this belongs to me.” It is the 
total patient. Our mistake in modern medicine 
in the handling of these patients is that we cut 
them up into specialties. 

If we are going to handle all patients, as very 
commonly our general practitioner does, as total 
patients from a total angle, we would do a much 
better job in the general hospital to carry that 
method through. One of our big lacks in the 
general hospital is the total survey of the patient 
by a man who understands all phases of the 
case. He gets a beautiful diagnostic survey in 
the medical department, in the eye department, 
in the surgical department; he goes to a diag- 
nostic clinic, perhaps, and gets completely sur- 
veyed by ten or fifteen men; he sees the 
psychiatrist as one of the surveyors. At the end 
of it, somebody checks up as you would on an 
adding machine—he has so much of this, so 
much of that, we will send him a prescription 
for his blood, a prescription for his colitis, a 
bromide for his neurosis, and the patient has a 
chart drawn up for treatment, but frequently 
it is a spotty, unrelated kind of treatment. 

We ought to be cautious in our diagnostic 
surveys and reports, and think in terms of what 
that patient is as one being rather than divided 
up among specialists. If we could have one 
competent general practitioner handle all the 
diagnoses that come through, make a survey of 
the patient himself with these findings, and 
draw his conclusions I think we would get a 
proper evaluation. 

It is too bad that we rely on our specialists so 
heavily, for often the major part of the work 
should be done by the man who is evaluating 
the total patient. Fortunately, in our outlying 
districts the country doctor or the general prac- 
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titioner is the man who sees the patient; he 
knows the patient’s social surroundings, and 
when he gets the report from the city hospital 
where perhaps the patient has gone, he is able 
to evaluate it in terms of the total patient. A 
great many mistakes that the specialists would 
make are prevented because the patient goes 
back to someone who knows him as a human 
being in his own environment, with his prob- 
lems, with his economic stress, his family stress, 
the difficulties he is having with certain chil- 
dren—someone who knows the patient as a total 
being and who, with the information he has, is 
able to handle him more wisely than can the 
man who sees him over a period of two or 
three weeks. 


REQUENTLY it is found advisable to have these 
oo who have gone through a hospital 
study and who then go back to the family doc- 
tor with somewhat of an outline and sugges- 
tions for therapy, return to the hospital or the 
specialist who is most interested in the particu- 
lar patient’s problem for a follow-through to 
see how he is getting along after having been 
carried along on an autobiographical method or 
some other method by the general practitioner. 
There are many patients scattered all over the 
map who are being handled psychiatrically 
from city centers and who are being very beau- 
tifully handled and carried along on a psycho- 
therapy level by their local physicians. 

Some county medical societies have found it 
advisable to get together and decide that certain 
members will take over most of the neuroses 
and instead of rushing them through the office 
with 25 other patients in an evening, will set 
aside an appointed time in which to handle 
those neurotic patients. They have also agreed 
among themselves that one who is doing that 
sort of work, instead of charging for an office 
visit the same as everyone else in the town, 
charges more for such a visit because of the 
time involved. There is no friction or unhappi- 
ness about it because the physicians in the com- 
munity have agreed among themselves that a 
doctor who spends an hour with a patient is 


entitled to greater compensation, and it is con- 
sidered from a somewhat different angle be- 
cause of the load it puts on the doctor. 

The patients are also more comfortable be- 
cause they feel they have a certain security in 
time; there is nothing that upsets a patient who 
begins to talk to you more than a feeling of 
pressure on time—a buzz, a telephone call, 
footsteps, somebody at the door, the nurse com- 
ing in the back door, someone telling you that 
somebody is waiting for you, “How long are 
you going to be?” and so forth and so on. Soon 
the patient has forgotten about his inner diffi- 
culties, the discussion begins to slip away, he is 
anxious about the doctor’s time and begins to 
talk about that, and in a few minutes the doctor 
is flattered by the patient’s interest and is telling 
the patient about what a heavy day he had 
yesterday. The patient realizes what an interest- 
ing man the doctor is and what a very active 
life he has, but that isn’t what he went there 
for, and I think that the patient is justifiably 
indignant. 

We all slip easily into self-discussion. The pa- 
tient enjoys an opportunity to talk with the 
doctor, particularly when he thinks the doctor 
is interested in listening to his story and is not 
jumping in and expressing himself without 
waiting to hear it. As I pointed out a moment 
ago, our biggest job, sometimes, is trying not 
to express ourselves, but holding back and giv- 
ing the patient time to express himself. 

I want to leave with you the idea that patients 
in general hospitals all require a complete and 
total evaluation. Those who have neuroses re- 
quiring special attention can very readily be 
handled without making them conspicuous to 
other patients. This can be carried on in the 
hospital so that they feel comfortable about 
transferring to the outpatient service, where 
these patients can be handled just as they are in 
your office, on an appointment basis. They can 
learn to do a great deal for themselves if you 
take time to educate them in such technics. 

What they want of the doctor most of all is 
patience, a listening ear, and some explanation, 
as time goes on, to interpret for them those 
emotional problems that are really the source of 
so much of their disturbance. 





Diagnostic Clinic 


Laennec’s Cirrhosis 
A PLAN FOR THE ALCOHOLIC 


LEONARD G. ROWNTREE* 


MIAMI, FLORIDA 


HAVE been asked to discuss an old familiar 

subject, Laennec’s cirrhosis.+ Familiar, yes, 

but a very live one at the present time. It is 
a constant challenge, and it becomes more of a 
challenge as time passes, largely because we 
have failed to solve most of its major problems. 
It can be said of it, as was said by Winston 
Churchill of the Allies’ efforts in the early part 
of the war: “Too little and too late.” 

What we need now is what the Allies needed 
then, a concentration of effort in the right place 
and at the right time. Some of these things are 
at hand if we have the sense to use them. 

I am going to show you 3 patients, but first I 
want to say that I think we as a profession, and 
I as a doctor, have been guilty of a good deal 
of what I won’t call neglect, but of what borders 
on neglect. Perhaps I have been more at fault 
than you, since I have been actively interested 
in this subject for forty years. At Johns Hopkins 
we introduced the dye test for liver function in 
1g12; at the Mayo Clinic, the ligation of col- 
lateral circulation of the varices; in 1926 we in- 
troduced the use of combined diuretics (am- 
monium salts and novasurol); we also called 
attention to the significant drop in the mortality 
statistics in cirrhosis during the prohibition 
years, from 14 cases per 100,000 to 7; and re- 
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cently, a year or two ago, in Miami, we intro- 


*Formerly Director of the Philadelphia Institute for 
Medical Research: Formerly Professor of Medicine, Univer- 
sity of Minnesota Graduate School of Medicine, Mayo 
Clinic, Rochester, Minnesota; Formerly Chief, Medical 
Division, U.S. Selective Service. 


tI recently published a comprehensive article on Laennec’s 
Cirrhosis in the Southern Medical Journal (April, 1949). 


Presented October 31, 1949, before the meeting of the 
Interstate Postgraduate Medical Association of North Amer- 
ica, Philadelphia, Pennsylvania. 


duced a pneumatic tampon for the control of 
hemorrhage from varices in the esophagus. Yet 
in all of these years it seems to me that I, and 
you, also, have missed doing the most crucial 
thing that should have been done for cirrhosis. 

On my arrival here today, I was told that 3 
patients had been selected for a clinic. I said, 
“I don’t want them, I prefer to select my own.” 
So I went to the Philadelphia General Hospital, 
and Dr. Hifferty showed me the patients that 
he and Dr. Harrison Flippin had selected for 
me. Had I gone throughout the country, | 
could not have found cases that better suited 
my purpose. I will use them as the text, and in 
a little while I am going to preach a sermon. 


CASE REPORTS 


Dr. Hifferty, the resident physician at the 
Philadelphia General Hospital, will present 
these cases. 

DR. HIFFERTY: This first patient, a 47-year-old 
white male, was admitted to the Philadelphia 
General Hospital on, October 17 with the chief 
complaint of swelling of the abdomen. He ad- 
mitted having a very heavy alcoholic intake and 
poor food intake for ten years prior to admis- 
sion, but he had been fairly well until about 
one month previously when he noticed progres- 
sive swelling of the abdomen. At the same 
time, his urine became dark amber and his stools 
were light tan in color. There was nontender 
swelling of the ankles at the same time, but 
this disappeared about two weeks prior to ad- 
mission. 

Physical examination on admission showed 
the patient to be normally developed, fairly 
well nourished, skin warm, dry, and scaling, 
and there was an erythematous scaling erup- 
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FIGURE I. 


Laennec’s cirrhosis. Needle biopsy before 
therapy. 


tion across the nose. There were numerous 
spider angiomata on the neck, shoulders, and 
thorax, and mottled hyperemia of the thenar 
and hypothenar eminences. The sclerae and skin 
were icteric. The liver was palpated three finger- 
breadths below the right costal cage in the mid- 
clavicular line, was firm, felt nodular, and was 
nontender. The abdomen was distended, there 
was definite evidence of ascites, and the super- 
ficial veins were prominent. External hemor- 
rhoids were prominent. 

DR. ROWNTREE: Did he have functional tests, 
Dr. Hifferty ? 

DR. HIFFERTY: Laboratory studies on admission 
showed serum protein total 6.4 gm., albumin 
1.7, globulin 4.7. 

DR. ROWNTREE: That is tremendously impor- 
tant, the reversal of the albumin-globulin ratio 
seen in cirrhosis. Any other functional tests? 

bk. HIFFERTY: Serum bilirubin 4.30 mg. per 
cent, cephalin flocculation plus 4, thymol floccu- 
lation negative, thymol turbidity 2.9. 

DR. ROWNTREE: You have, as a matter of fact, 
all the evidence you want on the functional side 
that he has serious functional derangement of 
his liver. 

DR. HIFFERTY: The Takata-Ara test was posi- 
tive, prothrombin activity 39 per cent, urine 


FIGURE 2. Cirrhosis of the post-hepatitis type. Needle 
biopsy. 


urobilinogen in twenty-four hours was 0.92, 
fecal urobilinogen 114.24 Ehrlich units. 

DR. ROWNTREE: Dr. Hifferty has made a most 
comprehensive study from the laboratory point 
of view. 

This patient is bedridden. It is important to 
see that he can lie flat without difficulty in 
breathing. That is true of liver cases, not of 
heart cases. His abdomen is greatly enlarged. 
He has a great wad of padding because he has 
been tapped and is still draining. He has mark- 
ed collateral circulation; his liver is down nearly 
a hand’s breadth; spider angiomata are present 
all over his skin, and he has erythema of his 
palms. He also has what is of infinite impor- 
tance, the history of alcoholism in the past. 

This represents a fullblown case of cirrhosis 
of the liver, in its end, or late phase, with all the 
clinical and laboratory evidence that you can 
desire. 


HE second patient interested me more than 
f = first because when I went over to the 
hospital, Dr. Hifferty said, “We have a beauti- 
ful case for you of typical cirrhosis of the liver, 
but we have another case with early cirrhosis, 
but now you can’t see a thing, because we have 
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FIGURE 3. Primary carcinoma of liver. Diagnosed by 
needle biopsy and later proved at autopsy. 


treated him, and there is nothing left to show.” 

Dr. Hifferty, will you briefly outline this sec- 
ond case? 

DR. HIFFERTY: This second patient is a 37-year- 
old musician, admitted on September 21 with a 
history of an intake of alcoholic beverages for 
sixteen years, varying from several ounces a day 
to two fifths of whiskey a day. His dietary in- 
take was very poor, sometimes limited to only 
one sandwich a day. 

DR. ROWNTREE: I want you to get that across, 
liberal with drink, but very stingy with food. 
That is the common story—one sandwich a day. 

DR. HIFFERTY: In February, 1949, he was ad- 
mitted to another hospital, and several months 
later to a second hospital. On admission at the 
Philadelphia General Hospital he appeared to 
be fairly well developed and well nourished. 
There were numerous spider angiomata on the 
neck and shoulders. The abdomen was pro- 
tuberant with prominent superficial veins. The 
liver was enlarged three finger-breadths below 
the costal margin in the right midclavicular 
line; the surface felt firm and nodular, but was 
nontender. The spleen was palpated on deep 
inspiration. The legs showed a 1 plus pitting, 
nontender edema. Studies on admission show- 
ed a serum protein total of 7 gm., 3.4 gm. al- 
bumin, 3.6 globulin. 


DR. ROWNTREE: That is about equal. He is 
going over to a reversal. 

DR. HIFFERTY: Prothrombin content 44 per 
cent, Takata-Ara test positive, bromsulfalein 
excretion test showed 35.5 per cent retention in 
forty-five minutes; serum bilirubin 0.31 mg. per 
cent; cephalin flocculation plus 2; thymol floc- 
culation 3.5 units; thymol turbidity 1 plus. 

DR. ROWNTREE: There is much evidence of de- 
ranged function. 

DR. HIFFERTY: Four weeks later the cephalin 
flocculation became negative, thymol floccula- 
tion was plus 1, thymol turbidity 1.5, serum 
protein 7.6, albumin 4.0 gm., globulin 3.6 gm., 
bromsulfalein excretion test showed 17 per cent 
retention after forty-five minutes. 

DR. ROWNTREE: This is our text. You saw the 
advanced case, number one. Here is a second 
case that comes in with definite evidence, clear- 
ed up before we could show the patient, by 
early treatment of the right kind. Is there any- 
thing at present that we can show on this man 
to demonstrate his cirrhosis? 

DR. HIFFERTY: No, Doctor. 

DR. ROWNTREE: In other words, any evidence 
he did show is now almost gone. Apparently 
no biopsy was done. This man will get well, 
and can probably escape cirrhosis if ne follows 
the straight and narrow path. 

The next patient I am going to speak of 
briefly. I understood he has been a bartender. 

DR. HIFFERTY: He was. 

DR. ROWNTREE: He is now approaching the 
age when bartenders commonly get cirrhosis. 
He has been vomiting blood; he says he “cough- 
ed it up.” He has questionable liver changes, 
but he is the prototype, the convivial bartender, 
who at 50, is now paying the piper. We will not 
go into his case extensively, because I think this 
man should be studied further to determine 
whether that blood did come from varices, or 
whether it came from elsewhere. 


N° one motif, one theme, runs through this 
complete story—that is, excessive use of 
alcohol over a long period of time. At least 50 
per cent of the incidence of Laennec’s cirrhosis 
is from alcohol. I have added a subtitle to this 
clinic, viz: “Alcoholic Cirrhosis, with a Plea 
and a Plan for a Stitch in Time.” The plea is 
being made to the medical profession. 

Cirrhosis is the end stage of any type of 
chronic injury to the liver. The end stage, if 
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there is prolonged disease, is usually cirrhosis, 
which may go over occasionally, into malig- 
nancy. Clinically, “one end cometh to them 
all”—cirrhosis. 


HAT is the sequence of events in alco- 

holic cirrhosis? It is usually alcoholism, 
digestive disturbance, loss of appetite, replace- 
ment of food by alcohol; then parenchymal 
degeneration in certain areas with regeneration 
elsewhere in the liver, followed by fibrosis, con- 
striction of the vascular bed of the liver, which 
brings about portal hypertension, that leads in 
turn to ascites on the one hand, or to collateral 
circulation and varices on the other. The end 
stage may be hemorrhage, or it may be chole- 
mia, or exhaustion of vital functions. 

What is going on at present in the laboratory 
is interesting. Thousands of workers are experi- 
menting on cirrhosis in rats. 

In experimental cirrhosis, three things strike 
me as being tremendously important: (1) The 
pattern is definite for any type of injury, wheth- 
er caused by a dietary deficiency or a positive 
noxious agent. (2) The early stages are rever- 
sible. (3) The late and end stages are irrever- 
sible. Once the vascular bed of the liver becomes 
markedly restricted by fibrosis, treatment be- 
comes temporizing in nature, and cure is out 
of reach. 

This experimental work has been summar- 
ized by Hinsworth,' Professor of Medicine at 
London. His book is well worth reading. 

I will say nothing about the signs and symp- 
toms of cirrhosis, since you are familiar with 
them all. 

Liver functional tests represent a develop- 
ment of the first half of the twentieth century. 
Strauss introduced the levulose test in 1901; 
Bauer, the galactose test in 1906; and our first 
liver dye test appeared in 1912. We now have 
over 30 functional tests. They are here to stay. 
But it is a strange thing that they were born at 
the same time as renal functional tests: renal 
functional tests came into immediate universal 
and worldwide adoption. 

Liver functional tests have been adopted 
slowly. In some respects, they are not in the 
same class with the renal functional tests, but 
they are important and fill a real need. At 


*Hinswortn, H. P.: The Liver and Its Diseases. Boston, 
Harvard University Press, 1948. 


present, I think we are abusing them to some 
extent, and certainly we are abusing patients 
with liver disease by hitting them with whole 
batteries of tests, repeatedly, when the same 
information might be obtained intermittently 
from fewer tests. 


TREATMENT 


The old management was based pretty large- 
ly on the concept of symptomatic treatment and 
protection against additional liver injury. Our 
results were pathetic. Surgically, we did para- 
centesis for ascites, and occasionally an omen- 
topexy. Eck’s fistula was performed fifty years 
ago and has been talked about ever since. Auto- 
drainage from the abdominal cavity has been 
practiced at times with varying degrees of suc- 
cess in the results obtained. 

The modern treatment is based on the idea 
that cirrhosis is a deficiency disease. Patek de- 
serves the credit for development of the present 
treatment of cirrhosis of the liver. In a nut- 
shell, his treatment is very simple: 3,500 calories, 
proteins 140, carbohydrates 365, fats 175, forti- 
fied with injections of liver substances and the 
liberal use of vitamins, especially vitamin B 
complex, in addition to total abstinence from 
alcohol. With this regimen they have 50 per 
cent of their patients living after two years, 30 
per cent after five years; as compared with the 
old treatment, 21 per cent living after two years, 
7 per cent living after five years. 

In additicn to vitamins, some advocate lipo- 
tropic substances, methionine, and choline. The 
matter of complete and permanent abstinence is 
of the utmost importance. 

In the control of ascites, the use of combined 
diuretics, first advocated by us, has played a 
great role during the last twenty years, but tap- 
ping must be resorted to at times, and should 
not be too long delayed. 

Now let us consider hemorrhage. Varices may 
be revealed by x-ray. Injection of sclerosing ma- 
terial into varices may be done through the 
esophagoscope. Two years ago we introduced 
a tampon which can be swallowed and then in- 
flated so as to fill the lower part of the esopha- 
gus and the cardiac end of the stomach. The 
pressure exerted stops bleeding. It can be left in 
place for forty-eight or seventy-two hours. As a 
stop-gap, in 8 of our 12 cases, it was completely 
satisfactory. In a recent paper from St. Louis 
it was stated that it had been used in 6 cases 











FiGuRE 4. Esophageal tamponade for control of variceal 
hemorrhage. 


(Illustrations from: Rowntree, L. G.: Some comments 
on portal cirrhosis. South. M. J. 42:282-289 [April] 1949.) 


with perfect satisfaction. I believe that it will 
come into permanent use. Several modifications 
have been suggested. It is likely that we will 
see still more of them, but they will all involve 
the same principles of pressure on the variceal 
wall, feeding through an inner tube (Miller- 
Abbott type), and the use of thrombotic sub- 
stances along the walls of the tampon and the 
esophagus. 

In surgery, much is being done today. The 
portal-cava anastomosis as done by Eck, has 
been revived chiefly by Blalock, who has done 
more on this surgical problem than anyone 
else in the country. Blakemore and his col- 
leagues have also done much in this field of 
vascular shunts. I have had a letter from Blalock 
since coming to Philadelphia, in which he says 
that they are reasonably well satisfied with the 
shunting operations, but that he, himself, pre- 
fers the spleno-renal to the portal-cava. 

Dr. Phemister has made a new departure 
which may be of considerable significance. He 
resects the variceal end of the esophagus and 
the upper end of the stomach, and makes an 
anastomosis, thus removing the variceal area. 
This is still in the experimental stage, but it 
impresses me as giving considerable promise. 
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ow I should like to point out the develop- 

ments that have interested me most in 
the last ten years relative to cirrhosis of the 
liver. I would say that Patek’s management is 
probably the biggest single step forward, yet 
the results are still far from perfect. In this con- 
nection it is interesting, in going back over the 
early English literature on the subject, to find 
that Rolleston states that Vidal in Paris in the 
nineties, claimed that cirrhosis of the liver was 
a dietary deficiency disease, a liver deficiency 
disease, and he advocated feeding the patient 
3.5 oz. of liver pulp daily and hepatin injec- 
tions in order to support the liver. This was 
overlooked by the profession for fifty years until 
Patek, on his own initiative, developed the treat- 
ment that embodies these ideas and principles. 

Next in importance is this experimental work 
on the liver, which is astounding in its clinical 
implications. Experimental cirrhosis pathologi- 
cally follows patterns which are determined by 
the pathogenic agent concerned. The changes 
observed are reversible in the early stages, but 
irreversible in the late stages. I was greatly 
impressed by Hinsworth’s book. 

In diagnosis I am impressed with two pro- 
cedures that so far I have not mentioned. 
Functional tests, yes, but also biopsies and ex- 
ploratory laparotomies. Personally, I think the 
preference is for the biopsy. Needle biopsy can 
be done easily without fuss or feathers; it is a 
hospital procedure which can be done by the 
internist, provided the surgeon is available in 
case of need. But much can be said, also, for 
an initial small exploratory laparotomy, because 
it permits you to visualize, to palpate, and to 
select the area from which to take your biopsy. 
For serial work the needle is irreplaceable, and 
this is a procedure that I think is coming into 
more general use in medicine. However, nega- 
tive biopsies do not exclude liver disease. If the 
biopsy is negative and the disease persistent, a 
small exploratory laparotomy is indicated. 

I am impressed, also, by the new figures on 
the mortality statistics of cirrhosis showing that 
the only significant drop we have had since the 
first of the century came during the period of 
prohibition, a drop from 14 to 7 cases per 
100,000. The mortality rate has slowly climbed 
back, but is not yet back to the old level. 

Perhaps I am impressed most of all by a 
paper which has just appeared, by Voegtlin 
and his associates in Seattle. They have done 
what we should have done decades ago. They 
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assembled their alcoholics and studied them 
wisely and intensively, instead of what we have 
done generally with our alcoholic patients— 
sending them to Alcoholics Anonymous, and 
turning them over to psychiatrists. True, they 
sent their alcoholics into a home for inebriates, 
but they studied their patients medically there. 
Voegtlin states that go per cent of all chronic 
alcoholics have definite derangement of the 
liver as revealed by three tests: (1) the brom- 
sulfalein retention is increased; (2) there is 
increased urobilinogen excretion, and (3) an 
increased serum bilirubin level in the blood. He 
gives the results of a study of 300 cases and 
shows how few of them evidence absence of 
liver injury. 

And now—A plan and a plea for a stitch in 
time for the alcoholic. This 1s the plan. (1) Let 
us stop pushing our alcoholics around. When a 
patient suffering from alcoholism comes in, he 
is sick. The average doctor, like me, wants to 
get rid of him; he will, if he can, put him in 
an institution, or get a psychiatrist to take him, 
or call on Alcoholics Anonymous. Alcoholics 
Anonymous, by the way, is doing as much, I 
think, as the medical profession for alcoholics 
at the present time, perhaps more. The first 
step then, is to stop turning our alcoholics 
away, but rather to take them in and _ study 
them as sick patients. 

(2) In order to study these patients properly, 
we must hospitalize them. Hospitalization, in 
itself, makes a big impression. 

(3) After admission, make functional studies. 
You need not use a whole battery of tests; just 
the three tests mentioned by Dr. Voegtlin. 

(4) After adequate study, have a conference 
with the patient and his family. Tell them what 
has happened to date, and paint the picture of 
the future—outline the picture we have just 
seen in the first case presented here. 

(5) If they are not convinced, request a liver 
biopsy or exploratory laparotomy. Secure a 
specimen of liver and put it under the micro- 
scope, show the patient and the family the 
changes from normal, the fatty changes in the 
early stages, the beginning of fibrosis, which 
will lead eventually to disaster. 

(6) Next, place the patient on a full Patek 
regimen—3,500 calories, with the distribution 
indicated, plus the B complex and other vita- 
mins, plus the lipotropic substances. 

(7) Insist on total abstinence from alcohol, 


and establish it firmly during the sojourn in the 
hospital. Retain the patient in the hospital until 
the cure of alcoholism is effected—utilizing such 
drugs as are needed, and psychiatric aid as 
indicated. Sometimes religion will provide the 
answer. 

(8) Keep these patients under observation 
for a period of six months. Keep them reporting 
back as ambulants to the office. Give them due 
warning as to the danger of relapse. You who 
have read Patek’s paper may recall that he 
stated that 12 of his cases resumed taking alco- 
hol, all relapsed, succumbed, or died. Permanent 
abstinence is the only hope. So much for the 
plan. 

Now for the plea. Since the alcoholic does 
not know how to handle himself, we should not 
turn him over entirely to Alcoholics Anonymous 
or to a psychiatrist, but enlist their aid, if and 
when needed, keeping in mind that the basic 
cause of alcoholism is usually psychiatric. These 
patients still belong in internal medicine, so 
retain them as patients, investigate them medi- 
cally, and place them on the regimen here sug- 
gested. In other words, adopt a plan largely of 
prophylaxis, of full and prolonged treatment 
of the early cases at a time when the changes 
are reversible, and cure a possibility. We must 
shift our interest from the advanced to the 
early stages, and seek prevention and early 
cure, rather than permit the disease to develop 
to the point where we have centered our pro- 
fessional interest in the past. 


TS plan will provide a stitch in time; it 
will concentrate our efforts at the right time 
and in the right place. It should be effective. It 
may prove too little (though I do not think so), 
but it will not be too late. It will accomplish 
what we have seen accomplished in the second 
case presented—eradication of the signs and 
symptoms of cirrhosis—and it should prevent 
the fullblown picture of cirrhosis as exhibited 
by our first case. In parting may I leave this 
thought—the greatest need in the treatment of 
alcoholic cirrhosis is a “stitch in time.” Early 
cure of the alcoholic will prevent the need of 
treatment of late cirrhosis. 

The same identical treatment, administered 
early, will often result in cure; administered 
late, the result usually is death, though perhaps 
it may be somewhat deferred. 
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Treatment of Hypothyroidism 
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fashion as is possible, the clinical situation 
in 3 patients with different expressions of 
hypothyroidism. 

Of course, one of the most important things 
in studying a hypothyroid patient is to get a 
genuine history and as much of it as possible 
in the patient’s own words—find out what the 
patient thinks about his difficulty. Often it be- 
comes necessary to pry back into the patient’s 
background of years of history and find out 
when it all began. When we are dealing with a 
child it is necessary, of course, to get the mother 
to dig back into that history. Not infrequently 
in, these patients who are not completely cretin 
it'may be helpful to get auxiliary information 
from the schools, for nowadays, whether we 
like it or not, the schools are keeping better 
records of annual periodic physical examinations 
on many of our children than we do in our 
offices. We will have to admit it to our own dis- 
credit, I fear, and we can find from the school 
records sometimes the data on height and weight 
to correlate with the progress of the child as evi- 
dence of the rates of growth and development. 

I should like to impress upon you that con- 
cept of rates, thinking of the speed with which 
things happen, for so much of the responsibility 
of the thyroid is involved in the rate at which 
the living process proceeds, and that living proc- 
ess involves growth and development as well 


] WANT to present to you, in as concrete a 
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as the thing that you are all thinking of, the 
basal metabolic rate. It is not merely, then, a 
cross-section of what one sees on a given day, 
but it is a history of what has been going on in 
the past. 

With that much of a prelude I am going to 
ask the physician from the Jefferson Hospital, 
who has been kind enough to bring these pa- 
tients down for us, to tell us about the first of 
these patients, a boy who has been under treat- 
ment with thyroid for some time. 

DR. SIDNEY WOLFE: C. J. was first seen at the 
Jefferson Hospital in 1944. At that time the 
chief complaint was of mental retardation and 
lack of growth. He started walking at the age 
of 6; he started talking at the age of 7, and it 
was noted that he had very dry skin, coarse 
hair, and so-called pot-belly; both testes were 
descended; teeth were badly decayed; the 
tongue, however, was not large nor was there 
drooling. 

The patient was admitted to the hospital and 
various studies were performed. His weight was 
37% pounds, height 38 inches. He was a typical 
cretin. While on the medical ward thyroid sub- 
stance was begun. He has been on thyroid sub- 
stance since that time, with dosages varying be- 
tween 3 and 4 gr. At the present time he receives 
4 gr. daily. He has shown a progressive increase 
in height and weight. X-rays of the various 
bones have shown a progression of the normal 
development. At the present time he exhibits the 
picture of a treated cretin. 

DR. SEVRINGHAUS: Can you give us his height 
now? 

pr. WOLFE: He is approximately 45 inches in 
height now. When first seen he was about 36. 
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DR. SEVRINGHAUS: I am going to ask the boy to 
step over here by me for a minute. How old 
are you? 

PATIENT: Fourteen. 

DR. SEVRINGHAUS: And in what grade in school? 

PATIENT: Special. 

DR. SEVRINGHAUS: You have been in school 
how many years? 

PATIENT: I don’t know. 

DR. SEVRINGHAUS: Two or three or four or five? 

PATIENT: I think two. 

DR. SEVRINGHAUS: Can you read? 

PATIENT: No. 

DR. SEVRINGHAUs: Can you count? 

PATIENT: Yes. 

DR. SEVRINGHAUS: Can you write? 

PATIENT: My name. 

DR. SEVRINGHAUS: What kind of games do you 
play? 

PATIENT: You mean when I am home? 

DR. SEVRINGHAUS: Yes. 

PATIENT: Tag and hide and go seek. 

DR. SEVRINGHAUS: Do you play baseball? 

PATIENT: Yes. 

DR. SEVRINGHAUS: Football ? 

PATIENT: Yes. 

DR. SEVRINGHAUsS: Why didn’t you tell me 
about them? 

PATIENT: I didn’t think about them. 

DR. SEVRINGHAUS: They are good games, aren’t 
they? 

PATIENT: Yes. 

DR. SEVRINGHAUS: So you have a good time. 
Have you any brothers? 

PATIENT: Yes, one got married. 

DR. SEVRINGHAUS: Any sisters? 

PATIENT: One small one and one big one. 

DR. SEVRINGHAUs: Is the small one smaller than 
you? 

PATIENT: Bigger. 

DR. SEVRINGHAUS: Bigger than you, but she is 
still small? 

PATIENT: Yes. 

DR. SEVRINGHAUS: You have been growing 
pretty well. He has grown 7 inches in five years 
of therapy on thyroid. The expected rate of 
growth of an untreated ordinary child averages 
about 2 inches per year, so he still is not up to 
the rate of growth that we would expect if his 
treatment were adequate all of the time and if 
there were no other handicap involved. 

As I finger his hair I should have to report 
that it is not very different from what you 
would expect in most boys of his size. It is not 
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unusual. As I feel his skin I should say that it is 
about normally smooth; particularly as we look 
at those very telltale places over the extensor 
points it is a little bit dry and rough, but cer- 
tainly nothing that one would remark about in 
trying to make a diagnosis at this time. In other 
words, we can’t say by the physical examination 
of the boy that he is hypothyroid. There is still 
something in the lines about the eyes that is 
rather suggestive of the fundamental diagnosis 
that was there. He has obviously made some 
progress. 


bb question at issue is whether the patient 
could have made more progress and also 
what progress he still can make. He is now 14, 
and one of the very important questions is: Is 
he going to stop there, or how much growth is 
ahead? How shall we answer that question of 
whether he can grow more? Obviously the first 
thing we need to know is whether the epiphyses 
have united with the diaphyses of the long 
bones or whether he is still growing. An ac- 
cessory answer will be derived from the ques- 
tion of whether he has any evidences of adoles- 
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cence. I cannot feel any. His voice does not 
sound like it. 

Doctor, what can you tell us, first of all, 
about the bones? Are his epiphyseal lines still 
open? 

DR. WOLFE: They are closed now. 

DR. SEVRINGHAUS: In the femurs? 

DR. WOLFE: They are closed. 

DR. SEVRINGHAUS: So that you don’t expect any 
more growth in height? 

DR. WOLFE: No, sir. 

DR. SEVRINGHAUS: There has been no sign of 
adolescence ? 

pr. WOLFE: No real sign of adolescence. 

DR. SEVRINGHAUS: This brings up a_ rather 
anomalous situation because the epiphyses or- 
dinarily do not close until adolescence is well 
along and certainly not at his age. We do know 
that there are several factors which stimulate 
epiphyseal closure—gonad hormones, thyroid 
hormones, age factors per se—and so I should 
want to examine rather carefully the x-rays, 
especially on the femur, for it would be rather 
surprising if the femoral epiphyses had united 
at this age. That is one of the things we have 
to look into—whether we ought to be trying to 
do something else to make this boy grow be- 
sides merely giving him thyroid. 

One of the next questions is how adequate is 
his dose? Is 4 gr. a day enough? Would he 
do better with more? The facts that he is in 
special room in school, that he has learned to 
write his name but nothing more, and that he 
does not read, mean he obviously has not 
achieved all we hope he will achieve. We will 
have to assume that 4 gr. has been pushed as 
the level because a larger dose would cause the 
physiologic evidences of overdosages, such as 
moist skin, fast pulse, nervous irritability, and 
so on. He does not have those phenomena now. 
We do know, however, that seldom does one 
find a completely hypothyroid individual need- 
ing more than 3 gr. a day. If 4 gr. in this case 
is the limit of his tolerance, why hasn’t he done 
better ? 





One of the reasons is that the handicap in 
these patients is usually congenital and unless 
therapy begins much earlier than age 9, as it 
did here, one cannot expect a complete substi- 
tution therapy to give a completely normal struc- 
ture and functions; one would have to begin the 
therapy in utero, and I mention that because of 
the great importance of making the diagnosis 
early and keeping therapy going continuously 


with cretin children. To the best of my infor- 
mation this boy did not get treatment until he 
was g years old. One would never, therefore, 
be able to give a prognosis of excellent type in 
this particular kind of case. The prognosis im- 
proves as the diagnosis and therapy are made 
earlier and earlier in these cretins. 

We are, of course, taking a great deal for 
granted, assuming that it was cretinism, not 
juvenile myxedema; in other words, that it 
did exist from birth on, but merely did not get 
to adequate medical attention until age 9. 


OCTOR, May we have as a contrast the pres- 
D entation of your next case of the lady who 
has been under treatment for a long time? 

pR. WOLFE: This lady, age 33, was admitted to 
the hospital on April 8, 1949, with the complaint 
of progressive weakness and increasing puffiness 
of the face. She had had three previous admis- 
sions in 1932, 1937, and 1941. At each admission 
she had a thyroid operation for thyrotoxicosis. 
In 1938, an x-ray of the skull revealed an increase 
in size of the sella turcica, and the visual fields 
revealed a defect of tubular vision. In 1938 and 
in 1941 she had roentgen therapy to the skull. 
Examination at the time of this admission re- 
vealed puffiness of the face, with dry, coarse 
skin. The body and axillary hair were normal 
in amount and distribution. The menstrual 
periods were regular. 

Spinal fluid dynamics, spinal fluid proteins, 
and the cell count were all normal. 

An x-ray of the skull in 1949 again revealed 
an enlarged pituitary fossa with tubular vision. 
The eyeground examination, however, was nor- 
mal. The electrocardiogram revealed low volt- 
age with flattening of the T waves. 

Cholesterol was 219; basal metabolic rate -36; 
insulin tolerance 80, 53, 40, 33, 57, 61, 53, inter- 
preted as showing a slight slowing in the return 
to normal. Oral glucose tolerance was flat, 131, 
180, 143, 112, 85. The Cutler test was normal. 
Gonadotropins less than 6 1.u.; 17-ketosteroids, 
5 mg. The patient at this time received a thyroid 
substance, I gr. 

Since admission she has been followed closely 
and has received 1 gr. of thyroid daily. 

There is an incidental finding of otosclerosis. 

Serial electrocardiograms show an increase in 
the voltage of the T waves, and at the present 
time she is asymptomatic except for the oto- 
sclerosis. 
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DR. SEVRINGHAUs: May I ask the patient to step 
over near me, please? This young lady has suf- 
fered from an entirely different sort of prob- 
lem, because she started life without the handi- 
cap of deficient thyroid activity and developed it 
somewhere along in her teens, as I get it. Seven- 
teen years ago you had your first operation. Is 
that correct? 

PATIENT: Two operations. 

DR. SEVRINGHAUS: She had two operations for 
thyrotoxicosis, and that goes back to the time 
when she was in her second decade of life. 

One of the very striking things about the 
history as Dr. Wolfe presented it to us was that 
in spite of this handicap, first of excessive activity 
and then diminished activity, her gonad func- 
tion has continued with regular cycles. You are 
married ? 

PATIENT: Yes. 

DR. SEVRINGHAUS: We will have difficulty in 
getting further details from her with ease be- 
cause of her difficulty with hearing. The dector 
mentioned that this is an interesting complica- 
tion of otosclerosis. I do not know whether to 
classify it that way or to assume that it may be 
an expression of a long-time metabolic disturb- 
ance in the hearing apparatus, for I have known 
of cases of long-standing hypothyroidism who 
have had marked improvement in defective 
hearing when kept on adequate therapy. I do 
not want that to be understood as meaning that 
thyroid therapy is indicated in otosclerosis. One 
would have to look into the question of the ac- 
curacy of diagnosis very carefully and give a 
guarded prognosis about therapy, for the hear- 
ing might improve. 

Doctor, can you tell us how long she has 
been on thyroid therapy now? 

pr. WOLFE: She has been on thyroid therapy 
for approximately two years now, as far as we 
know. 

DR. SEVRINGHAUS: The dose has never been 
more than : gr. per day? 

pr. WOLFE: Not as far as we know. 

DR. SEVRINGHAUS: When she came in, how- 
ever, her complaints were of puffiness and weak- 
ness. She had a low basal metabolism at -36, 
but that is complicated by the fact that her 
cholesterol not under treatment was 219, and 
219 mg. of cholesterol is so near to the normal 
range that we would not feel on sound ground 
in making a diagnosis of hypothyroidism, even 
with a basal metabolic rate as low as -36. 

In this particular case we have further bio- 


chemical and physical evidences of pituitary 
participation, the x-ray evidence being that of 
an enlarged sella turcica, the biochemical evi- 
dence of disturbed flat sugar tolerance curve, 
the latter being not too specific as evidence of 
pituitary disturbance but highly suggestive, and 
it is not characteristic of pure hypothyroidism. 

We must remember as we talk about a possible 
pituitary participation in her symptoms that one 
can have disturbed function of the pituitary with 
regard to the thyrotropic factor and not involve 
the gonadotropic factor, or vice versa; there- 
fore it is entirely conceivable that she may have 
had a hyperpituitary hyperthyroidism followed 
after thyroidectomy by some hyperpituitarism 
and hypothyroidism, the association being that 
the end organ here has been amputated so that 
the pituitary excess can no longer drive it to 
such great excesses of thyroid production. That 
is hypothetical, I grant you, because we do not 
yet have clinical methods for measuring hyper- 
pituitarism in this regard. That is limited to 
laboratory procedures at present; it is rather an 
important thing to develop. 


A bey begins to get into some of the finer points 
of the exact diagnosis of the mechanism in- 
volved. If we skip that point and come down to 
the more practical matters of how we shall treat 
this young woman, it is obvious that if she was 
puffy and weak and was clinically suspected of 
having hypothyroidism, no matter what the 
etiology, we would treat her with thyroid to see 
how much could be accomplished. Now, as | 
hold her hand and feel her pulse I can report 
to you that her skin is moist and smooth, that 
she does not have a fast pulse despite the fact 
that she is facing a big audience. The skin on 
the elbow is a little bit more rough than I would 
expect in a 33-year-old girl, her hair is of a rela- 
tively harsh quality, and as I turn her around, 
there is a little more of her than she wants or 
than you would approve. 

What are we going to say about this weight 
business? Let me mention that the weight prob- 
lem of itself, the obesity, cannot be taken as any 
evidence of hypothyroidism or of inadequate 
management in terms of thyroid dose. Neither 
do I admit that it can be taken as evidence for a 
pituitary disorder, although it might refer to a 
disturbance in the pituitary region. It may have 
more to do with her activity, whether spon- 
taneous, depending on her own initiative, or on 
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the activity to which she is pushed by her pro- 
fessional supervisors, her physicians, in other 
words, in this case. That weight problem does 
require to be managed per se; in other words, 
there must be dietary and exercise control exert- 
ed on that. Whether she is given zero thyroid 
or I gr., as she is now getting, or is pushed to 
higher levels, which I doubt the wisdom of in 
her case, it will not control that weight. 


ET me say again, as I have said and as so 
L many others have said before, that for the 
clinician or the patient to lean on the crutch of 
thyroid therapy in order to achieve a reduction 
in weight is placing hope on a crutch that can- 
not stand the gaff. Actually thyroid therapy oc- 
casionally increases the appetite enough to make 
weight control harder. Thyroid does not help 
significantly in reducing weight. 

I shall never forget a patient whom I studied 
in Wisconsin some years ago who was obese and 
obviously myxedematous. We instructed her on 
her diet and got her started on her adequate 
program of thyroid. She lost weight beautifully 
and she knew better than the doctors; she 
didn’t have to stay on a diet any more; she 
simply took her thyroid pills, regained her 
weight, and had to come back to the hospital 
to have it done over again. She had to learn her 
lesson twice before she really learned that only 
diet control would help to control obesity. 

We have seen plenty of patients who were 
myxedematous and not overweight. We must, 
therefore, dissociate our thinking about obesity 
from our thinking about hypothyroidism. 

There are ways in which the two may be re- 
lated, particularly if the hypothyroid patient is 
too much of a vegetable, doesn’t get any exer- 
cise except that of eating. 

Doctor, let’s hear about your third patient. 

pr. WoLFE: L. H. was referred to the endocrine 
clinic from the medical clinic on August 13, 
1948. She was 69 years of age at that time. She 
was referred because of a low metabolic rate, 
-32. She had been seen in the medical clinic for 
a period of two years and had been treated there 
for arthritis. When seen in the endocrine clinic 
her weight was 181 pounds. She stated that she 
felt tired constantly and needed many more 
blankets than the average person in the winter. 
She was chronically constipated. Her appetite, 
however, was good and her weight remained 
stable. She had noted a fullness of the face dur- 


ing the past seven months. The menopause had 
occurred twenty-five years previously. 

Physical examination revealed a large woman 
with large hands and feet but not appearing ill. 
Blood pressure was 128/80. The skin was dry 
and crinkly. The hands were big-boned and dry. 
The face was full and square. The thyroid was 
not palpable. 

Examination of the heart revealed a pulse rate 
of 60 and there were some extrasystoles. Ab- 
dominal examination was negative. 

Serum cholesterol at that time was 355 mg.; 
when repeated, it was 420 mg. The basal meta- 
bolic rates in the endocrine clinic were -23, -21, 
and -18. 

The electrocardiogram revealed typical find- 
ings consistent with hypothyroidism. She was 
then given thyroid substance, 1 gr. daily, and has 
been on that medication ever since. The last 
time she was seen she weighed 167 pounds and 
was asymptomatic; blood pressure was 160/90; 
the cholesterol was down to 180 mg. and the 
basal metabolic rate was +7. 

Roentgenograms of the skull revealed demin- 
eralization of the dorsum, but probably within 
normal limits for the patient’s age. Roentgeno- 
grams of the cervical spine showed the same, 
along with some degenerative hypertrophic 
changes. A roentgenogram of the chest revealed 
the lung fields to be clear, and the cardiac sil- 
houette normal in size, shape, and position. 

According to the height-weight ratio chart the 
transverse diameter of her heart was within 
normal limits. 

DR. SEVRINGHAUS: May I ask the lady to step 
over here by me, please? I think we will be in- 
terested to know if we can learn about how 
many years this patient was aware that she was 
cold and abnormally tired and constipated and 
had this dry skin. As you think back now, 
about how long did all that go on before you 
began to get treatment? 

PATIENT: Quite a long while, five or ten years 
of feeling cold. 

DR. SEVRINGHAUS: Were you constipated that 
long or longer? 

PATIENT: No, the constipation only started 
after I got iron pills. 

DR. SEVRINGHAUS: Do you blame that on the 
doctor? 

PATIENT: Well, it was worse then. 

DR. SEVRINGHAUS: When did you begin to no- 
tice this dry skin? 

PATIENT: A long while ago. 
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DR. SEVRINGHAUS: Quite a few years? So this 
whole thing crept on gradually. 

PATIENT: Very gradually. 

DR. SEVRINGHAUS: And you didn’t think for 
some years of going to the doctor about it, you 
just had to blame it on the calendar? 

PATIENT: Well, I got sunburned in 1936 and 
that started the whole thing, I think. 

DR. SEVRINGHAUS: Some of it went back earlier 
than that? 

PATIENT: Oh, yes. 

DR. SEVRINGHAUS: But you couldn’t carry it way 
back to the time that you had the menopause, 
when your change occurred? 

PATIENT: No. 

DR. SEVRINGHAUS: You went through the 
change so easily you didn’t pay any attention to 
it? 

PATIENT: I never had any hot flashes or any- 
thing. 

DR. SEVRINGHAUS: It has been a year since you 
began to get treatment? 

PATIENT: Yes. 

DR. SEVRINGHAUS: What would you say was the 
most striking thing that had happened since 
last October, in the thirteen months, as you look 
back on it? 

PATIENT: I don’t get nearly so tired, and when 
I swallow I don’t have that choking feeling. The 
ears do fill up a little bit yet. 

DR. SEVRINGHAUS: But you hear pretty well? 

PATIENT: Yes. 

DR. SEVRINGHAUS: Nothing gets by you. 

PATIENT: Hardly. 

DR. SEVRINGHAUs: Are your bowels acting more 
easily now? 

PATIENT: At times they do. 

DR. SEVRINGHAUs: But you still have to give 
some thought to them once in a while? 

PATIENT: Yes. 

DR. SEVRINGHAUS: Do you find that your skin 
has become more smooth and moist? 

PATIENT: Yes. 

DR. SEVRINGHAUS: Did you have much trouble 
with chapping last winter? 

PATIENT: Not very much. 

DR. SEVRINGHAUS: You had more trouble the 
preceding years? 

PATIENT: Yes. 

DR. SEVRINGHAUS: She has rubbed that elbow 
on something mechanically and made a little 
abrasion. Maybe you lean your heavy head on 
that elbow too often. The striking thing about 
these thyroid lesions is their general nature, 


their bilateral distribution. We have to look out 
to see that there is a metabolic problem affecting 
the whole body and not a local traumatic prob- 
lem of some sort. 

You still notice some swelling of ycur wrists? 

PATIENT: Some. 

DR. SEVRINGHAUS: What about your ankles? 

PATIENT: They very, very seldom swell. 

DR. SEVRINGHAUS: Did you have swollen ankles 
a couple of years ago? 

PATIENT: No. 

DR. SEVRINGHAUS: This lady has lost 14 pounds 
in the course of the whole program of treat- 
ment, and I think you would see that she is 
pretty well set up for her height. We wouldn't 
be seriously critical of her weight situation. You 
haven’t been trying to lose any more weight, 
have you? 

PATIENT: No. 

DR. SEVRINGHAUS: Do you have to think about 
your weight, or do you eat what you please? 

PATIENT: I don’t eat many starches. 

DR. SEVRINGHAUS: Because you are afraid you 
will gain weight if you do, or don’t you like 
them? 

PATIENT: Well, I am not very fond of them. 

DR. SEVRINGHAUS: So you don’t have to worry 
much about your weight now, it takes care of 
itself. 

I am interested also in pointing out to you 
how straight she stands, and there is no Taylor 
brace to help her. That is worth noting in a 
woman of her years, because it is so common to 
develop these osteoporotic problems in people in 
the fifties, more in the sixties, seventies, and 
eighties, and the x-ray reports were that she 
had demineralization, as might be expected at 
her age. 


N the case of thyrotoxicosis, the opposite situa- 
] tion, one is apt to find marked demineraliza- 
tion due to excessive action of the thyroid. De- 
mineralization, however, is not a consequence 
of hypothyroidism. The patient is far enough 
past her menopause so that she might very well 
have postmenopausal osteoporosis, a thing that 
we must think about increasingly, but there 
I would be deviating from the chief point of 
this discussion. 

Please note that this patient had a cholesterol 
level when untreated of 355 to 420, well above 
the normal range, safely confirming the diag- 
nosis of hypothyroidism, although her basal 
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metabolic rate varied from —32 to -18 on several 
different measurings. 

I think it is evident to all of us that she was 
never completely athyrotic, and that is confirm- 
ed by the fact that on 1 gr. of thyroid she has 
had this very satisfactory control that she has 
helped to describe to us just now, that she was 
moderately hypothyroid, not completely. This is 
a matter of degree, and in our thinking about 
thyroid therapy, whether of hyperthyroidism or 
hypothyroidism, we must think always about 
the intensity of the disease. It is not an all or 
none disease; we have different degrees. We 
must think about the duration of the disorder 
which affects the history, particularly in growth 











and development. We must think about the 
duration of therapy. We cannot achieve a com- 
plete change overnight, in a week, even in a 
month. A single dose of thyroid continues to 
act in the body for about three months; there- 
fore, there is a cumulative action of daily dosage, 
and the benefits that these people get increase 
with the months, so that they will get perhaps 
their optimum at a given dose level after they 
have been on treatment for a year or so. This 
last patient has obtained a very gratifying result. 

If, then, we can increasingly think in terms of 
intensity, duration, and get those quantitative 
factors, we shall have more accurate control of 
our hypothyroid patients. 





DOCTOR'S HANDS 


By C R. Gotruamer, M.D., Hollywood, California 


(Reproduced from a painting exhibited at the American Physicians Art Association) 
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Endometriosis of the Cervix 
Clinically Simulating Carcinoma 


PAUL E. McGUFF' AND SIM B. LOVELADY* 


MAYO FOUNDATION AND MAYO CLINIC, ROCHESTER, MINNESOTA 


particular significance because of its striking 

gross resemblance to carcinoma and the sim- 
ilarity of the early symptoms of the two conditions. 
Endometriosis of the cervix may present itself as an 
ulcerating or polypoid cervical lesion and may, as 
in the case to be reported, appear as induration of 
one of the broad ligaments. 

In 4 of 6 cases of primary endometriosis of the 
cervix reported by Lash and Rappaport,’ malig- 
nancy was suspected and could be ruled out only 
by histologic examination. 

In Henriques” case the endometrial lesion of the 
cervix appeared as a soft, bleeding, red mass about 
the size of a hen’s egg. Rushmore? in 1931 reported 
a case of endometriosis of the cervix in which the 
lesion was a polypoid nodule which had grown 
from a quarter of an inch in diameter (0.6 cm.) on 
the first examination to three times as large on a 
second examination two and one-half weeks later. 
The growth was stimulated by early pregnancy. 
In Lash and Rappaport’s’ case the endometrial 
lesion appeared as a dark red, hemorrhagic, slight- 
ly elevated area about the size of a pea on the an- 
terior lip of the cervix. Symptoms are those of 
slight postmenstrual bloody spotting with or with- 
out acquired dysmenorrhea or a brownish dis- 
charge. 

Speiser* has recently called attention to the mark- 
ed similarity of granuloma inguinale of the cervix 
and carcinoma. Weed® has commented that car- 
cinoma of the cervix was suspected in several cases 
in which hemangioma was the cause. The lesion 


Farce of the cervix, though rare, is of 


*Fellow in Surgery, Mayo Foundation, Rochester, Minnesota. 
*Section on Obstetrics and Gynecology, Mayo Clinic, Roches- 
ter, Minnesota. 


of endometriosis,® like carcinoma, may spread by 
direct extension as well as by venous and lymphatic 
routes. The great similarity of endometriosis to car- 
cinoma in many of its manifestations, except that it 
has a more favorable prognosis than does carcin- 
oma, has led us to report the following case, and 
again to stress the grave importance of biopsy of 
all suspicious cervical lesions and the definite path- 
ologic confirmation of the diagnosis. 


REPORT OF CASE 


A 39-year-old white married woman of Norwegian 
extraction, para 5, gravida 5, was admitted with the 
chief complaint of severe lower abdominal comen- 
strual pain of one and one-half years’ duration. Her 
general health was fairly good. Her periods had been 
painless prior to eighteen months previously. She had 
been constipated occasionally all her life, with no 
change in recent years. Hot flushes had occurred for 
the last year. One year previously she had had a single 
episode of spotting of vaginal blood with no recur- 
rence of intermenstrual spotting until several months 
previously at which time she had dark brownish spot- 
ting for one week postmenstrually. Severe lower ab- 
dominal cramps were usually present for the first two 
days of each period, with an associated backache which 
continued until her period was over. 

The onset of menstruation was at the age of 13 
years. Her periods had been fairly regular, occurring 
about every twenty-seven to twenty-eight days, and 
the flow lasted for three to four days. Since the onset 
of her acquired comenstrual dysmenorrhea the men- 
strual flow had changed from a heavy one to a scant 
one. A slight leukorrhea had been present for the past 
year. She offered no urinary complaints. 

Examination on admission revealed a thin, poorly 
nourished, but wiry white woman in no acute distress. 
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The breasts were normal. Vaginal examination show- 
ed a fairly relaxed perineum with a moderate recto- 
cele. The cervix was large, firm and bled easily upon 
palpation. The cervix showed ulceration and indura- 
tion, especially of the left posterior lip, with suspicious 
extension into the left broad ligament and induration 
extending into the cul-de-sac. The uterus was enlarged 
but not quite fixed. The adnexa seemed normal. 

The temperature on admission was 99.4° F. and the 
pulse was 86. Her urine was essentially normal. The 
hemoglobin measured 10.2 gm. per 100 cc. of blood, 
the leukocyte count was 6,800 per cubic millimeter, 
the flocculation test for syphilis gave negative results, 
and the roentgenogram of the thorax did not reveal 
any abnormality. 

The clinical impression was “probably stage 2 plus 
lesion (carcinoma) of the uterine cervix.” The patient 
was referred to the Section on Radium Therapy for 
biopsy of the cervix and for treatment if the lesion 
proved to be malignant. Three separate punch biopsies 
done in the office over a period of four days were re- 
ported as revealing inflammatory changes. The patient 
was referred to the Division of Surgery, and it was 
decided to do surgical biopsies with the patient under 
anesthesia, as the clinical impression of carcinoma had 
not been substantiated by the small punch biopsies. 

Accordingly, with the clinical impression still that 
of carcinoma of the cervix but now with a large ele- 
ment of doubt a papillary area in the cul-de-sac was 
excised while the patient was under intravenous anes- 
thesia. There was some brownish spotting in the deep- 
er tissues, and with this papillary area removed, the 
cul-de-sac had a feel that was characteristic of endo- 
metriosis. Biopsy of the cervix revealed chronic cer- 
vicitis and endometriosis. 

In view of the patient’s pain and because it was 
thought that an area of carcinoma might still be found 
in the cervix, a vaginal hysterectomy was done. In the 
cul-de-sac there was endometrial tissue that involved 
the rectosigmoid and the entire posterior wall of the 
uterus and the right ovary. The right tube and ovary 


were removed. The left tube and ovary showed no 
evidence of endometriosis and were preserved with the 
idea that if the patient’s pain continued, roentgen 
therapy could be used to destroy the function of the 
remaining ovary. The vault was reconstructed, the 
rectocele repaired and perineorrhaphy was carried out. 

The pathologist’s report was, in brief, that the en- 
dometrium was hypertrophied and showed an early 
differentiative phase of the menstrual cycle, with grade 
1 cystic change. There was evidence of chronic cervici- 
tis and endometriosis, with extensive endometrial 
lesions on the peritoneal surface of the uterus and the 
vaginal cuff. 

The patient had an uneventful convalescence and 
was dismissed from the hospital twelve days postoper- 
atively. 

Fifteen months later, the patient returned to the 
clinic with classical symptoms of exophthalmic goiter, 
and subtotal thyroidectomy was performed. She offered 
no pelvic complaints and there were no positive pelvic 
findings. 


COMMENT 


ee endometriosis (adenomyosis) of the cervix 
could conceivably have arisen from endometrial 
tissue which had been implanted in the lacerated 
cervix at the time of one of the patient’s deliveries 
or from secondary extension from the rectovaginal 
septum. Regardless of the cause, the importance of 
this case is to place emphasis on “bigger and better 
biopsies” to confirm or refute clinical impressions. 
Obviously, the diagnosis of an ulcerating lesion of 
the cervix is more apt to be carcinoma than endo- 
metriosis. Better the clinical impression “carcin- 
oma” with refutation on biopsy than “cervicitis” 
with the fruitful period of early treatment for car- 
cinoma missed because of the lack of biopsy. 
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GENERAL PRACTICE 


eview 


To provide the general practitioner, as well as the 


specialist with concise, readily avatlable information 
on the latest, proved methods of treatment of condi- 
tions commonly encountered in an average practice, 
Postcrapuate MeEpicine offers this department to its 
readers. It is not, of course, intended to present these 
discussions as the only acceptable therapeutic proce 
dures to be used, but rather to offer simple regimens 
and recommendations based on the extensive experi- 
ence of the physicians who prepared these summaries. 


Treatment of Coronary Thrombosis 


CHARLES F. STONE 


EMORY UNIVERSITY SCHOOL OF MEDICINE, ATLANTA, GEORGIA 


ORONARY artery disease is becoming more 
e common just as our population is becoming 

more elderly. The dramatic advances of ther- 
apy in other fields are enabling more of our pa- 
tients to live long enough to wear out their hearts. 
A study of 1,000 consecutive postmortem examina- 
tions reported by Allan’ in 1928 showed macro- 
scopic coronary artery disease in 371 and definite 
myocardial lesions in 238. 

Our knowledge of this problem has increased 
tremendously since the autopsy done by Bonetus= 
in 1700, which showed the first recorded calcified 
coronary arteries. The victim was a fat, middle- 
aged poet who died suddenly after the onset of 
“distress in breathing.” In 1768 Heberden de- 
scribed angina pectoris but was unaware of its 
significance.' Jenner in 1799 recognized this rela- 
tionship but it was not until 1912 that J. B. Herrick 
contributed his classical clinical description of acute 
coronary occlusion,* and stressed therein the neces- 
sity for rest. 

Rest is still the most important single thera- 
peutic aid. Physical and emotional rest for from 
three weeks to three months is needed for the de- 
velopment of adequate collateral circulation. This 
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must be followed by a convalescent period with 
gradually increasing activity. Physical rest has many 
meanings. Remaining in bed is essential for at 
least the first two weeks. Diet must be light, 1,800 
to 2,100 calories in 4 to 5 easily digestible meals 
daily. Mild laxatives or lubricants avoid the exer- 
tion of straining at stool and help prevent disten- 
tion. But rest can be overdone. The patient should 
be encouraged to move the feet and legs frequently 
and to take occasional deep breaths, even in this 
early phase. The calves of the legs must be inspect- 
ed and palpated carefully each day for the early 
detection of phlebothrombosis. 

Emotional rest is equally important. The phy- 
sician who has the confidence of his patient and 
can inspire him with an optimistic attitude will do 
much to quiet the “wild beating of his heart.” 
Patients appreciate some explanation as to the 
necessity for rest. An analogy such as the amount 
of time required for a broken bone to heal will 
help impress him with the slowness of the repara- 
tive process as well as help him realize that he too 
can recover. 

The most important drugs are those that 
tacilitate rest. Morphine and demerol for the initial 
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pain are essential. Small amounts intravenously are 
quicker and should always be used if peripheral 
vascular collapse would make subcutaneous absorp- 
tion unpredictable. Papaverine is believed by some 
to aid in coronary blood flow, but it lacks the time- 
proved ability of morphine to allay apprehension. 

After the initial storm has passed mild sedation 
should be continued with some barbiturate. Amino- 
phylline with phenobarbital three to four times 
daily is a good preparation and there may be some 
benefit derived from the xanthines. 

Oxygen, up to 50 per cent concentration, is in- 
dicated for the slightest cyanosis, shock, or failure. 

Digitalis should not be used routinely, but in the 
presence of congestive heart failure it is necessary 
in effective doses. Quinidine 0.2 gm. every three 
to four hours should be used if extra systoles appear 
or auricular fibrillation supervenes. It may help 
prevent ventricular tachycardia and the increased 
myocardial irritability associated with the use of 
digitalis. 

Atropine is helpful in combating reflex vagal 
tone in vomiting, intestinal dysfunction, and an 
occasional bradycardia. 

Shock following myocardial infarction is a deli- 
cate problem. It must be handled as any other 
shock state, with special attention given to the 
amount of blood or plasma used intravenously in 
order to avoid overloading an already damaged 
myocardium. In general, infusions must be given 
much more slowly and in much smaller quantities 
than usual. Whether intra-arterial transfusions will 
help has not yet been determined. Occasionally in- 
travenous aminophylline has seemed to help a 
patient out of shock. 

The nitrates are of doubtful value. 

Anticoagulant therapy has recently been advo- 
cated as a routine procedure in myocardial infarc- 
tion. The possibility of preventing the proximal 
propagation of coronary thrombosis by the use of 
heparin was first suggested by Best and his co- 
workers in 1938.4 They further showed that mural 
thrombi could be prevented experimentally.®> One 


hundred autopsied cases of coronary occlusion were 
observed by Blankenhorn,® with the following 
findings: 

12 per cent extension of clot proximally 

18 per cent new thrombus formation 

60 per cent ventricular thrombus for- 

mation 
5 per cent auricular thrombus formation 


Thus 95 per cent showed extension after the 
initial damage. 


Accordingly the American Heart Association 
conducted a study of 1,000 patients with myocardial 
infarction observed in 16 hospitals and concluded 
that anticoagulant therapy should be used in all 
cases unless a definite contraindication existed.’ 
However, prothrombin determinations are difficult, 
expensive, and frequently inaccurate. Many hos- 
pitals are not yet equipped to carry them out and 
dicumarol therapy is entirely too dangerous unless 
controlled by accurate daily prothrombin levels. 
Heparin seems less risky, but no extensive study of 
its protective effect is yet available. The slowly 
absorbable forms of heparin may prove the drugs 
of choice since coagulation times needed to control 
dosage levels are much simpler to perform. 

Finally, there have been surgical attempts made 
to increase blood flow to areas of myocardial 
ischemia. The great cardiac vein has been ligated 
by Fauteux,® pectoral muscle anastomosis has been 
carried out by Beck,® and omental anastomosis 
advocated by O’Shaughnessy.’° Abrasive powdered 
asbestos has been hopefully introduced into the 
pericardium, and use of the internal mammary 
artery has been made with equivocal results. 

Prophylactic measures including the use of low 
cholesterol diets and added choline are still uncer- 
tain. Probably the best prophylaxis is found in the 
emotionally well-adjusted patient who will avoid 
overexertion, fatigue, and overeating. The physi- 
cian’s responsibility lies in so instructing his pa- 
tient that he will take care of himself, be moderate 
in all things, and yet escape the shadow of a cardiac 
neurosis. 
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Treatment of Episcleritis and Scleritis 


WILLIAM F. HUGHES, JR. 


UNIVERSITY OF ILLINOIS COLLEGE OF MEDICINE, CHICAGO 


scleritis are often discouraging because of dif- 

ficulty in determining the etiology, lack of 
specific therapy, and chronicity of the process. Both 
clinically and pathologically, episcleritis and scleritis 
may present similar pictures, varying only in the 
location, depth, and the degree of involvement of 
adjacent structures such as the cornea and uveal 
tract. Because similar etiologic influences may be at 
work in both episcleritis and scleritis, the following 
discussion will outline local, systemic, and specific 
treatment which may be utilized in part for both. 


Ts results of treatment for episcleritis and 


ROUTINE LOCAL THERAPY 


Hot compresses are indicated. Patients with epi- 
scleritis often have photophobia, probably on the 
basis of reflex miosis, which can be relieved by 
homatropine and dark glasses. If iridocyclitis de- 
velops—a sign of deeper scleral involvement—the 
pupil should be kept widely dilated with atropine 
or scopolamine. 

Because episcleritis is only rarely due to an in- 
fection extending inward from the conjunctiva, the 
routine use of sulfonamides and antibiotics is in- 
effective. An astringent solution, such as zinc sul- 
fate %4 per cent with adrenalin (4 cc. of 1:1000 
adrenalin in 30 cc.), or an ophthalmic antihista- 
mine solution or ointment may be tried on those 
patients in whom hypersensitivity is suspected. 
Later, when tenderness may become less, massage 
through the closed lid with yellow oxide of mer- 
cury is said to aid resorption. 


SPECIFIC TREATMENT 


More specific therapy can often be instituted fol- 
lowing careful inquiry into possible allergies, gen- 
eral physical examination for associated systemic 
conditions such as rheumatoid arthritis, and suit- 
able examinations made for tuberculosis, syphilis, 
and gout. 

Allergies—Nonbacterial hypersensitivity mani- 
fests itself most commonly as an episcleritis, either 
episcleritis periodica fugax or, less frequently, nodu- 
lar episcleritis. Systemic use of sulfathiazole was 
associated with episcleritis in 6 out of 78 patients 
treated in one series. Coincident with the appear- 
ance and disappearance of erythema nodosum of 
the skin, multiple pinhead-sized yellowish nodules 
surrounded by erythema have been reported ap- 
pearing in the episclera. These nodules disappeared 
within a few weeks following the administration 


of salicylates, either sodium salicylate or acetyl 
salicylic acid in doses of 40 to 60 gm. per day. 

Allergy to specific articles of food, especially 
carbohydrates, was demonstrated in 4 patients, in 
2 of whom relapses occurred following the addi- 
tion of the allergen to the diet again. An occasional 
association of angioneurotic edema with episcleritis 
has been noted. Antistine 0.5 per cent was used 
locally in 22 patients with nodular episcleritis, re- 
sulting in subjective relief within one to seven days 
in all but 1 patient and disappearance of the epi- 
scleritis a few days later. A combination of privine 
(0.025 per cent) and antistine (0.5 per cent) pro- 
duced some subjective relief. 

Association with arthritis—Cases of episcleri- 
tis and scleritis have been associated with gout, 
rheumatoid arthritis, and occasionally rheumatic 
fever. Gouty episcleritis, now relatively uncom- 
mon, responds to colchicine (1/100 gr. every three 
hours), a diet which is low in purines and fats, and 
salicylates. 

An interesting clinical and pathologic relation- 
ship exists between rheumatoid arthritis and sclero- 
malacia perforans. No causative organisms have 
been isolated, and treatment is notoriously unsatis- 
factory. Systemic therapy might reasonably follow 
that recommended for rheumatoid arthritis, includ- 
ing salicylates, removal of foci of infection which 
might act as a general debilitating factor, and possi- 
bly the use of gold salts in selected cases. Ultra- 
violet irradiation was used in 1 case. Although the 
excavating lesions seldom perforate, occasionally a 
conjunctival flap is necessary. 

A “typical rheumatic granuloma” was described 
in a case of nodular episcleritis, which at autopsy 
showed the typical findings of rheumatic fever. The 
relationship of these two diseases, rheumatoid arth- 
ritis and rheumatic fever, which show fibrinoid 
necrosis of various collagenous tissue including the 
sclera, may be very close. 

Tuberculosis—The diagnosis of tuberculous 
episcleritis is usually presumptive, depending upon 
evidence of tuberculosis elsewhere (e.g., hilar nodes 
in the lung), undue sensitivity to tuberculin (e.g., 
a positive reaction to 0.1 cc. of 1:100,000 dilution 
of old tuberculin, or 0.1 cc. of first strength purified 
protein derivative, absence of other etiologic fac- 
tors, and a good response to tuberculin desensitiza- 
tion. Usually tuberculosis involves the sclera, often 
including such adjacent structures as the cornea, 
uveal tract or posterior sclera, and Tenon’s capsule. 

Desensitization with tuberculin is carried out 
along the lines stressed by Woods for tuberculous 
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uveitis, utilizing small doses which do not produce 
focal reactions either at the site of injection sub- 
cutaneously or in the eye. Woods reported im- 
provement following the use of beta irradiation 
from radon in cases of sclerokeratitis, and small 
doses of x-ray have been used by others. 

Specific therapy with promizole and streptomy- 
cin in experimental ocular tuberculosis was en- 
couraging. Clinically, no results have been reported 
on the use of these agents in tuberculous scleritis. 
However, for tuberculosis elsewhere in the body, 
0.5 to 1 gm. of dihydrostreptomycin per day for 
about six weeks has been recommended. The thera- 
peutic effect seems to be enhanced by the simulta- 
neous use of promizole. The dose of promizole 
which has been used is up to 3.2 gm. per day for 
children and 10 to 16 gm. per day for adults. 

Syphilis—Association of episcleritis and scleritis 
with a positive serology indicates the need of anti- 
syphilitic therapy; e.g., penicillin. Rarely, a gumma 
of the ciliary body erodes through the sclera, and 
antisyphilitic therapy and iodides are indicated. 

More uncommon causes of episcleritis and 
scleritis—Pyogenic metastatic scleritis occasionally 
develops from systemic foci of pyogenic organisms; 
e.g., furunculosis, tonsillitis, septicemia, etc. Treat- 
ment consists of the use of the antibiotic to which 
the organism is sensitive, both systemically and 
locally in the eye. Incision of the scleral abscess 
may be necessary. 

Herpetic episcleritis is unusual, and may be as- 
sociated with a keratitis or herpes zoster. Aureo 
mycin (5 mg. per cc.) may be tried locally. 


NONSPECIFIC THERAPY 


Irradiation—Irradiation has been used for all 
types of episcleritis and scleritis with, in general, 
encouraging results. Statistical proof of its bene- 
ficial effect is difficult to obtain because of the natu- 


ral variability of the prognosis. In general, x-ray 
treatments for all inflammatory conditions consist 
of low doses. For the eye, usually not more than 
50 to 100 r is given per dose, with a limit of 150 
to 400 r total dose over a period of several weeks. 
The voltage factors vary from 50 to 200 kilovolts. 
These doses apparently do not endanger the lens. 

Infraroentgen (Bucky or Grenz) rays have pro- 
duced good results, using 452 r with a half value 
layer of 0.024 mm. of aluminum twice weekly for 
five exposures. Beta irradiation from radon is or- 
dinarily used in doses of 1 to 4 gram seconds every 
two to four weeks to a total dose of 4 to 8 gram 
seconds in each area treated. Beta particles from 
a radium D applicator may not penetrate deeply 
enough to benefit a deep scleritis. Because of the 
transitory nature of many cases of episcleritis, the 
use of irradiation may be deferred. 

Nonspecific protein therapy—It is difficult to 
evaluate the results of such treatment, but it has 
been reported beneficial in certain nonspecific cases. 
Intravenous typhoid vaccine, milk or its derivatives 
such as Proteolac intramuscularly can be used. 

Histamine—Five cases of nodular episcleritis 
have been reported treated by the instillation of 2 
drops of 1:1000 histamine diphosphate. This resulted 
in a disappearance of the pain for twenty-four to 
thirty-six hours, and after a second treatment, the 
episcleritis disappeared within a few days. Good 
results were also reported using 1:10,000 histamine 
iontophoresis, 1 milliamp for one minute with the 
positive pole on the eye. 

Vasodilators—Three cases of episcleritis, 1 of 
scleritis, and 1 of brawny scleritis have been re- 
ported treated with 2 to 5 daily intravenous in- 
jections of sodium nitrite ‘an 15 to 30 mg. of 
erythrityl tetranitrate twice a day for one week. 
Rapid clearing of the inflammation ensued within 
a few days to a few weeks. 


Bibliography furnished on request 


Treatment of the Paraplegic Patient 


CHARLES S$ 


. WISE 


THE GEORGE WASHINGTON UNIVERSITY HOSPITAL, WASHINGTON, D.C. 


HAT can the general practitioner do when 

\ \ / faced with the problem of treating the 
paraplegic patient? The handling of these 

patients during the first few days and weeks follow- 
ing the onset of the spinal cord injury or disease 
may, to a large extent, determine the final outcome. 
At the outset the family physician should attempt 


to evaluate as accurately as possible the extent of 
disability. Consideration of such factors as the level 
of the cord lesion, whether complete or partial, the 
patient’s age, general physical status, etc , will en- 
able the physician to orient the patient as well as 
the family to a realistic appreciation of the prob- 
lems ahead. An attempt should be made to prevent 
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either excessive pessimism or—as is more frequent- 
- ly the case—wishful thinking and undue optimism. 

Emphasis should be placed on the necessity for 
an early active approach to re-training the patient 
in use of remaining muscle power, rather than 
allowing him to believe that motor function will 
return with the passage of time alone. A definite 
exercise program can be carried out even while the 
patient is in bed, designed to strengthen the un- 
involved upper extremities, shoulder and trunk 
muscles. Such a program will go a long way to- 
ward maintaining the patient’s morale as well as 
offsetting the rapid deconditioning processes which 
occur in the paralyzed, bedridden patient. 

Although the treatment of the paraplegic pa- 
tient may require the consultation of other spe- 
cialists, such as the urologist, neurosurgeon, and 
physiatrist, the general practitioner can be of great 
assistance in the early steps toward ultimate re- 
habilitation. 

The care of the bladder in these patients is 
of primary concern. It is well to remember that 
many of these patients develop automatic bladder 
control. With good bladder hygiene, many patients, 
even several months after the onset of paraplegia, 
will show some return of automatic bladder func- 
tion. Perhaps the most important single preventive 
measure in genitourinary treatment is the avoid- 
ance of the overdistended bladder. The use of an 
indwelling catheter, or where possible, tidal drain- 
age, early in the handling of the paraplegic patient 
will prevent undue stretching of the bladder and 
assist the development of automatic bladder con- 
trol. Adequate drainage of the bladder would also 
help to prevent urinary tract infection which is so 
frequently a complication. It is felt that early blad- 
der decompression by use of an indwelling catheter 
will serve to avoid the necessity of suprapubic 
decompression. 

Bowel hygiene can usually be controlled with 
enemas at regular two or three day intervals, pre- 
ceded by a bulk cathartic when necessary. 

The prevention of bedsores is a major re- 
sponsibility of the attending physician, and the bony 
prominences of the back, hips, and heels should be 
examined daily for the first indication of pressure 
areas. Very often simply teaching the patient to 
turn from side to side in bed, together with good 
nursing care, should eliminate the occurrence of 
deep decubitus ulcers which retard the patient's 
ultimate rehabilitation. Special pneumatic mattress 
covers which automatically change the points of 
pressure over the patient’s back are now available* 
and to a large extent minimize the occurrence of 
these decubitus ulcers. 

The patient’s diet is of considerable impor- 
tance and every effort should be made to prevent 


*Prevention and treatment of bedsores. J.A.M.A. 138:583 
(October 23) 1948. 


development of excess adipose tissue. The patient’s 
weight should be kept under constant surveillance. 
A high protein diet is usually recommended with 
adequate vitamin intake. Obesity is a major obstacle 
in the ability of these patients to learn to ambulate 
on braces and crutches, and also favors the occur- 
rence of decubitus. 

Although the active exercise program for the 
paraplegic patient may be delayed because of other 
reasons, particularly in the traumatic paraplegic, 
passive motion of the lower extremities through a 
full range of motion, with particular emphasis on 
full range of hip and knee extension to prevent the 
flexion contractures so frequently seen, may be in- 
stituted as early as feasible. 

The patient should be placed in good postural 
alignment in bed during the early stages of his 
illness, and the feet supported at a right angle, 
using a foot board. Sandbags on each side of the 
leg to prevent external rotation may be required. 

When an active exercise program is begun, 
emphasis should be given to the extensor muscles 
of the upper extremities. The triceps and shoulder 
girdle muscles are those which the patient will use 
in crutch walking and can be developed early by a 
simple group of exercises performed in bed, or 
when possible, on a mat placed on the floor. These 
exercises can be prescribed by the physician and 
supervised by a physical therapist; descriptions are 
readily available in recent medical publications.** 
Frequently the patient’s family can assist and super- 
vise this exercise program, thereby helping the 
patient make substantial gains in strength in his 
trunk and upper extremities. This type of home 
program will be of inestimable value in his future 
attempts at ambulation. 

As soon as possible it is recommended that the 
family physician acquaint himself with the nearest 
available rehabilitation facilities. Every state has an 
Office of Vocational Rehabilitation through which 
these facilities for further rehabilitation can be 
obtained. Whenever possible it is preferable to 
refer these patients to such facilities for definitive 
bracing and instructions in the early stages of am- 
bulation. 

Most patients require two long legged caliper 
braces and some patients may require trunk corsets 
or additional support, depending upon the level of 
their lesion. In a few instances, severe flexion spasm 
or contractures of the lower extremities may re- 
quire additional orthopedic or neurosurgical pro- 
cedures. The sooner these patients can be admitted 
to adequate rehabilitation centers or hospitals where 
these facilities are available the less chance there 
will be for development of preventable deformities. 

In general, it might be stated that where the 
level of paraplegia is below the last thoracic verte- 


**Treatment of paraplegia resulting from trauma to the 
spinal cord. J.A.M.A. 140:949 (July 16) 1949. 
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bra the prognosis for u‘timate ambulation with 
braces and two crutches or canes is highly favor- 
able. Above this level ambulation is still possible 
in a great majority of patients, but they may require 
longer periods of training and perhaps a trunk 
corset. Above the seventh cervical level, a spinal 
cord injury or disease is associated with some loss 
of motor power in the upper extremities. Here the 
outlook for ambulation is considerably poorer but 
these patients can be retrained to perform many 
activities inherent in daily living and need not be 
confined to a helpless bed existence. There are 
many patients confined to bed who have sufficient 
muscle power in their upper extremities and trunk 
to enable them to be taught to move from bed to 
wheelchair without aid. This accomplishment alone 
liberates them from a totally dependent future. 

In general, then, the family physician in the 


handling of paraplegic patients can facilitate their 
ultimate rehabilitation by becoming well acquainted 
with the rehabilitation facilities available in his 
nearby community. In specific instances, an early 
plan of total rehabilitation should be instituted, 
with an exercise program to maintain the patient’s 
morale and avoid the unfortunate excessive de- 
pression or over-optimism that is all too frequently 
found in these patients. 

The physician should pay scrupulous attention 
to the avoidance of decubitus ulcerations of the 
skin, excessive obesity, and should maintain ade- 
quate bladder drainage during the early stages of 
rehabilitation. If these few points are kept in mind, 
many months of hospitalization and reconstructive 
surgical procedures can be avoided, and the patient 
returned to a useful social existence at the earliest 
possible time. 


Treatment of Dilantin Gingival Hyperplasia 


BARNET LEVY 


COLUMBIA UNIVERSITY SCHOOL OF DENTAL AND ORAL SURGERY, NEW YORK 


gingiva the symptoms progress steadily from 

mild reactions, in which there is an increased 
stippling and a granular, warty appearance of the 
gingival mucosa, to the more severe reactions, char- 
acterized by massive overgrowth of the gingival 
tissues. 

While neither the initiation nor the extent of the 
gingival hyperplasia is governed by the amount of 
drug taken, the length of time during which the 
drug is taken seems to be correlated with both 
initiation of the lesion and severity of the reaction.' 

The effectiveness of ascorbic acid as a thera- 
peutic measure in this condition has not been defi- 
nitely established. Since excessive vitamin C con- 
trols the gastritis which frequently accompanies 
dilantin administration, however, we believe it 
advisable to prescribe vitamin C preparations. No 
mention is made in the literature of the control of 
oral changes by vitamin C, but Kimball and 


I untreated cases of dilantin hyperplasia of the 


"STERN, Leo, E1senNBup, L., and Kare xt, J.: An analysis 
of oral reactions to dilantin sodium. J. Dent. Research 
22:157, 1943. 


*KimBaLt, O. P., and Horan, T. N.: The use of dilantin 
in the treatment of epilepsy. Ann. Int. Med. 13:787, 1939. 


Horan*® state that the decrease in plasma and tissue 
ascorbic acid appears to be proportional to the 
severity of the gingival hyperplasia. 

Gingivectomy, especially in the more advanced 
cases, offers a practical and rapid method of re- 
storing to normal the appearance of the gums, but 
unless the patient cooperates by home treatment, 
rapid recurrence follows. Surgical removal of the 
tissue alone is inadequate. It must be followed by 
massage and careful hygienic care. Proper tooth- 
brush technic and the use of the rubber interdental 
stimulater are most important adjuncts to surgery. 

In less advanced cases, surgery is not indicated, 
since routine home care, including interdental mas- 
sage, will give good results. The important office 
treatment is the removal of supragingival and sub- 
gingival calculus, the relief of occlusal trauma, and 
the removal of all irritation from faulty restora- 
tions, etc. The patient should be treated at regu- 
lar intervals, at least every three months. This 
conservative procedure is recommended as the 
treatment of choice. 

Because of the apparent therapeutic value of the 
periodontal treatment, it is suggested that this 
regimen be started at the time dilantin therapy is 
instituted, in an effort to prevent the hyperplasia. 
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Diarrheal Diseases 
DIAGNOSIS AND TREATMENT 


WILLIAM Z. FRADKIN, M.D. 


JEWISH HOSPITAL, BROOKLYN 


enterology which has been poorly stressed by 

the specialist as well as the general practi- 
tioner. Because of this oversight these diseases 
have created a serious problem of diagnosis and 
treatment. 

The diarrhea problem is complex in that it in- 
volves the public, the medical profession, the social 
service worker, and the public health authorities. 
The public is concerned because diarrheal dis- 
orders are responsible for prolonged ill health and 
enormous economic losses. 

Statistics show that 85 per cent of patients with 
chronic diarrhea suffer for more than three months 
before submitting to scientific etiologic investiga- 
tion. Sixty-six per cent of patients with chronic 
diarrhea suffer for periods ranging from one to 
thirty-two years before seeking specialized medical 
care. Some patients have mild diarrhea for many 
years thinking that it is due to the vegetables or 
fruits in their diet. 

Effective rational therapy early in the disease, 


D enersi diseases constitute a field of gastro- 


based upon a sound etiologic study, will often save 
patients from life-long invalidism. 

The medical profession is plagued with the prob- 
lem because of the numerous etiologic agents in- 
volved in diagnosis, and the difficulty in evaluating 
the endless therapeutic measures recommended 
for all these disorders. In the final analysis, the 
general practitioner or gastroenterologist is obliged 
to secure the aid of a well equipped laboratory, a 
good roentgenologist, occasionally a dermatologist, 
and very often a psychiatrist. 

The social service agencies also feel the shocking 
aspects of this problem. In 64 per cent of the cases 
disabling diarrheal conditions strike at the indi- 
vidual during his most productive period of life, 
that is between the ages of 25 and 50 years. The 
many problems of education, social and marital 
status, and childbirth, created as a result of a stub- 
born diarrheal disorder are difficult to appraise or 
even visualize. Not infrequently suicides have been 
attempted and committed because of the chronicity 
of diarrheal diseases. 
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The incidence and high mortality of diarrheal 
diseases have concerned public health officials for 
many years. Time and again epidemics of diar- 
rhea are reported in both private and public health 
institutions with mortality rates which are as high 
as 34.8 per cent. 

During the 17-year period (1927-1943) diarrheal 
diseases caused the death of 424,863 patients in the 
United States. The increase in the incidence of 
diarrheal diseases during the past war and the post- 
war period further emphasizes the seriousness of 
the problem. The prevention, etiologic diagnosis, 
and early treatment of diarrheal disorders demand 
the cooperation and interest of the public, the medi 
cal profession, hospitals, social service agencies and 
public health officials. 


ETIOLOGIC DIAGNOSIS 


An early etiologic diagnosis is the only means 
of preventing great economic losses, social em- 
barrassment, permanent destructive lesions in the 
colon, costly relapses, and in later stages almost 
hopeless therapy. 

Determination of the causative agent requires 
among other things a most careful history, and a 
complete physical examination. The history should 
not fail to include past illnesses, their duration, 
severity and sequelae; the patient’s habits of eat- 
ing, drinking, sensitivity to foods, drugs or pollens, 
familial allergic tendencies, occupation, travels, 
type of onset of present illness (sudden with chills, 
fever and diarrhea, or gradual with no fever, but 
a slow increase in the number of stools) and possi- 
ble contacts with other diarrhea cases. One must re- 
member that the incubation period of amebic infec- 
tions may be three months or more, while that of 
bacillary infections may be a matter of hours. 


ETIOLOGIC CLASSIFICATION OF DIARRHEAL 
DISEASES 


. Protozoa 
. Bacteria 
3. Viruses 
. Chronic ulcerative colitis of undetermined etiology 
. Regional enteritis 
. Intestinal worms 
. Glandular 
3. Mechanical 
. Vitamin deficiency 
. Allergy 
. Metals, chemicals, and radiation 
. Psychic factors 
. Miscellaneous 
a. Blood dyscrasias 
b. Cardiovascular diseases 
c. Acute infectious diseases 
d. Fungi 
e. Intestinal myiasis 


PHYSICAL EXAMINATION 


The physical examination should determine the 
possible existence of foci of infection, the presence 
of signs of vitamin deficiency, hypoproteinemia, 
secondary anemia and neurologic involvement. 
Does the patient show a glandular disturbance? 
These are only a few of the more important leads. 
The chest and abdomen should not be overlooked. 


The gastrointestinal tract. Arrows show sites of 
lesions commonly found in diarrheal disease. 
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DIAGNOSTIC 


. A diarrhea is an urgent problem for 
the laboratory 

. A diarrhea requires a specialized lab- 
oratory team 

. A diarrhea requires a special hospital 
clinical team 

. A diarrhea is a serious social and eco- 
nomic problem to the patient 


. Complete history 

. Physical examination 

. External and internal rectal 
examination 

. Sigmoidoscopy 

. Aspiration of exudate 

. Warm stage microscopy 


7. Bacteriologic study 
§. Urine analysis 
. Blood studies 
Gastric aspiration 
. Duodenal aspiration 
2. Pancreatic function tests 
. Liver function tests 


PROCEDURES 


. A diarrhea is a menace and potential 
danger to the public health 

. A diarrhea is a nutritional problem 

. A diarrhea must be checked prompt- 
ly to avoid medical and surgical com- 
plications 

. Diarrheal cases require a segregate: 
hospital service 


. Roentgen-ray studies: bari- 
um meal; barium enema: 
air contrast study 

. Skin tests 

. Dysentery agglutination 
tests 

. Dysentery bacteriophage 


. Basal metabolic rate 


The digital examination of the rectum is often 
neglected. As the finger is inserted into the anus 
and gently rotated from side to side, one must en- 
deavor to recognize an irritated sphincter, anal 
fissures, anal papillae; hemorrhoids, polyps, fistulae; 
strictures, ulcers, foreign bodies, granulomas and 
malignant neoplasms. One or more of these find- 
ings will very often simplify the diagnosis and 
management of the diarrheal condition. 

The routine sigmoidoscopic and cultural studies 
are made as follows: 

1. Oral medication and barium x-ray studies are 
not permitted for at least seventy-two hours prior 
to sigmoidoscopy. 

2. The patient must take a saline cathartic the 
night before, and a saline irrigation on the morn- 
ing of the examination. Soapsuds enemas are not 
permitted because soap interferes with the isola- 
tion and recognition of pathogens. 

3. In adults the seropurulent or mucopurulent 
exudate is aspirated from the inflamed or ulcerated 
mucous membrane under direct vision through the 
sigmoidoscope by means of the Sigmoidoscopic 
Aspirator described by the author. 

4. If the patient is an infant a saline suspen- 
sion is aspirated through a catheter inserted into 
the rectum. 

5. With an older child the aspiration is made 
under direct vision through a child-size sigmoido- 
scope. 

6. After the specimen is obtained it is immedi- 
ately examined at the bedside for amebae, ova or 
other parasites, using a warmstage microscope. Cul- 
tures are made at the bedside on blood agar, two 
or three eosin-methylene blue agar plates, or two or 
three MacConkey’s bile salt agar plates, and in glu- 
cose broth. Plain broth tubes are also inoculated for 


the detection of dysentery bacteriophage. Smears 
are made for study with acid-fast and Gram stains. 
About 10 cc. of blood is collected for dysentery 
agglutination tests. 

If the findings are negative at the end of twenty- 
four hours to seventy-two hours the procedure is 
repeated with the rectosigmoid aspirator. Specimens 
are then procured daily until three to five nega- 
tives are obtained before the diarrhea can be classi- 
fied as of nonbacterial origin. 

A blood study including a white and red cell 
count, hemoglobin determination, complete chem- 
istry, Kline and Frei tests should be performed 
routinely. The finding of an eosinophilia or high 
leukocyte count, a disturbed albumin-globulin or 
calcium-phosphorus ratio, diminished chlorides, ni- 
trogen retention, or a positive Kline or Frei test 
may completely change the management of the 
patient’s illness. Whether or not a duodenal aspira- 
tion, a basal metabolic rate, pancreatic or liver func- 
tion tests are necessary will depend upon the in- 
dividual case. 

One must insist on a careful gastrointestinal 
x-ray study of each case as well as chest films to 
rule out tuberculosis. Patients have been seen show- 
ing advanced ulcerative lesions of the colon with 
positive bacteriologic findings complicated by ma- 
lignancy, the latter having been diagnosed by x-ray 
alone. The examination should make use of the 
special technic for visualization of small intestinal 
mucosal changes as well as the combined double 
contrast method of Fischer for the differential diag- 
nosis of intracolonic pathology. The existence of 
inflammatory lesions, deficiency states, granulomas, 
congenital malformations, polyps, diverticuli, stric- 
tures and neoplasms, benign or malignant, can 
thus be established. 
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Setup of apparatus for routine etiologic study. It includes the following: 
warm stage microscope, slides and cover slips, sigmoidoscope, sigmoido- 
scopic aspirator, rectosigmoid aspirator, warm sterile saline, water-soluble 
lubricant, culture tubes, culture plates, needle and tube for agglutination 
and Wassermann tests. 


TREATMENT 


The treatment of diarrheal diseases may be 
divided into supportive and specific measures. 
Supportive therapy is of tremendous importance 
and often life saving. The extreme loss of water, 
salt, proteins, vitamins, and vital glandular secre- 
tions must be replaced before irreversible tissue 
changes take place. 

Dehydration is combated with two to three liters 
of five per cent glucose in saline given intravenous- 
ly daily until the patient is hydrated and a normal 
salt level of the blood is obtained. 

The hypoproteinemia is treated with intravenous 
amino acid mixtures such as Amigen or blood 
plasma or both. Whole blood is often necessary to 


Sigmoidoscopic aspirator, as devised by the author, consists of a Luer-Lok 
syringe, a spiral spring and a narrow bent tube about g inches long. 


aid in the restoration of the blood protein level. 
Amino acids orally must be used with caution as 
they have a tendency to aggravate the diarrhea. 

Hypovitaminosis is treated with massive doses 
of thiamine chloride, ascorbic acid, riboflavin, and 
niacinamide given daily intravenously or intra- 
muscularly. Crude liver extract given intramuscu- 
larly two to three times weekly is useful for its 
hemopoietic properties. Calcium gluconate is used 
for its antispasmodic and relaxing properties. It 
also replaces well needed calcium because the pa- 
tient suffering with diarrheal disease finds milk 
difficult to digest. 

The diet must be appetizing, rich in proteins, 
carbohydrates and minerals, moderately low in fat 
and residue, and high in vitamins. It consists of 
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Sigmoidoscopic aspirator in contact with mucosal lesion under direct vision through sigmoidoscope. 


three basic meals and three in-between meals de- 
pending upon the appetite of the patient. Foods 
which the patient dislikes or to which he may be 
sensitive must be omitted from the diet. 

In the presence of a secondary anemia, small 
quantities of ferrous sulfate and injections of a 
solution of crude liver extract will be found bene- 
ficial. Sedatives such as phenobarbital, amytal, or 
the bromides in small doses given before meals or 
at bedtime will prove relaxing. Toxic reactions 
must be immediately recognized and eliminated. 

Antispasmodic drugs such as trasentine, atropine 
sulfate, and antispasmodic procedures such as hot 
abdominal compresses are highly recommended. 
Narcotics must be avoided. 

Bacteriostatic agents such as the sulfonamide 
drugs and the antibiotics are more useful in the 
specific diarrheas. Following microscopic and cul- 
tural studies, sulfathaladine may be prescribed in 
1 gm. doses before meals, three or four times daily. 
Aureomycin when tolerated is the antibiotic of 
choice, otherwise chloromycetin should be tried. 
The dosage is 250 mg. every four hours. 

Hot daily baths when possible are healing and 
soothing. Heat to the perirectal tissues is beneficial. 
A daily bath with a perineal compress or a folded 
turkish towel applied close to the anal region is 
well liked by patients. 

Surgical intervention is indicated in the treat- 
ment of a diarrheal disease only in the presence of 
a complication such as hemorrhage, perforation, 
or massive perirectal suppuration. 

The psychosomatic aspect of diarrheal diseases 
is important and must not be neglected by the 
busy medical practitioner. A little time at the bed- 


side, or in the office for an airing of ideas, will go 
a long way to dissipate any fear that the patient 
may have relative to his or her illness. Worry about 
home or family, fear of cancer, anxiety about get- 
ting well may all be alleviated during these office 
sessions by a patient and tactful physician. 


A, B, C, and D show consecutively the preparation 
of a slide for microscopy, the warm stage examina- 
tion, inoculation of plates and test tubes, 
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8:00 A.M. 


12/00 A.M, 


6:00 P.M. 


Rectosigmoid aspirator with 5 or 10 cc. Luer syringe. 


DIET FOR DIARRHEAL PATIENTS 





Breakfast 

Orange juice 

Cereal 

I or 2 eggs 

Two slices white toast with butter 

Half glass evaporated milk with half glass sweetened tea or postum 


Lunch 

Tomato juice or grapefruit juice 

Meat or fish 

2 well cooked vegetables 

2 slices white toast 

Dessert 

Half glass evaporated milk with half glass sweetened tea or postum 


Supper 

Tomato juice or grapefruit juice 

Meat or fish 

2 well cooked vegetables 

Two slices white toast with butter 

Dessert 

Half glass evaporated milk with half glass sweetened tea or postum 


In-between Meals 


10:00 A.M. 
3:00 P.M. 
9:00 P.M. 


CEREALS 
Farina 
Cream of wheat 
Cream of rice 
Oatmeal, strained 
Puffed rice 
Cornflakes 
Rice krispies 


Bananas, cottage cheese, hard boiled eggs, cream cheese 
Grilled American cheese on toast, two salted crackers 
Diluted evaporated milk as above 


MEATS 


VEGETABLES DESSERTS 

Beef Carrots Cooked or canned pears 

Lamb chops Peas—strained Apricots, peaches 

Steaks Beets Baked apple 

Liver String beans—strained Applesauce 

Chicken Rice Rice pudding 

or Asparagus tips Cornstarch pudding 

Fish Potato or spaghetti Tapioca pudding 
Junket 
Custard 


Fruit jello 
Cookies, plain 


Plain cake—toasted 





a 
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Diarrheal Diseases; Diagnosis and Treatment: Fradkin 


GENERAL AND SPECIFIC TREATMENT 


. Replacement of water and salts . Autogenous vaccine therapy 11. Sedatives 

. Replacement of proteins . Bacteriostatic agents (sulfonam- 12. Antispasmodics 

. Replacement of vitamins ide drugs) 13. Rectal instillations 

. Replacement of calcium 8. Antibiotics 14. Abdominal and perineal com- 
. High calorie, high protein, high . Antiamebic drugs presses 


vitamin, low residue diet . Liver extract and iron 15. Physical and mental rest 


Vd wn = 


PREVENTION OF DIARRHEAL 
DISEASES 


. Good nutrition 
. Sufficient rest 

3. Fruits and vegetables thoroughly washed or 
cooked 

. Food mixtures freshly prepared 

. Avoid iced beverages or food 

Wash hands before eating 

Wash thoroughly all eating utensils 

. Screening of toilets, kitchens, and dining rooms 

. Proper disposal of sewage or garbage 

. Insure safe water supply. If in doubt, boil 
drinking water 

. Periodic inspection of restaurants and soda 
fountains 

2. Periodic examination of food handlers 
. Daily baths with soap and water 


SCO ONE DIS 


= 


= 
— 


Mucosal washings are aspirated daily by means of the rectosigmoid aspirator shown above. 
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PROGRESS IN HEART DISEASE 


EOPLE generally now recognize that dis- 
Passe of the heart constitute the leading 

causes of death at this time in the 
United States. Possibly the drive that has 
been made by the American Heart Associa- 
tion to secure additional funds for research 
on diseases of the heart has created the im- 
pression that medicine is failing in its attack 
on diseases of the heart. 

People must realize, however, that the 
life cycle of mankind—namely, three score 
years and ten—has not changed over the 
centuries; increasingly from now on deaths 
will be reported as due to failure of the heart 
since the tissues of the human body eventual- 
ly lose the power to repair themselves and 
the stopping of the heart is the immediate 
cause of death. Actually, as is pointed out in 
the Statistical Bulletin’ of the Metropolitan 


1**The Current Situation in the Heart Diseases,’’ Statistical Bulletin, 
Metropolitan Life Insurance Company, January, 1950, 31:7-I1. 


Life Insurance Company, much progress has 
been made against heart diseases and addi- 
tional gains are in prospect. The rise in re- 
corded death rates from heart diseases is a 
reflection of the increasing proportion of 
older people in our population. 

How will the progress that has been made 
against diseases of the heart reflect itself in 
the death rates? The mortality from heart 
disease in infancy and in preschool years is 
due to insufficiencies of the action of the 
heart resulting from congenital anomalies. 
Such surgical procedures as have been de- 
veloped by Blalock and Taussig make possi- 
ble control of some forms of congenital heart 
disease. 

Particularly startling are the figures relat- 
ing to rheumatic fever. The death rate from 
rheumatic fever, which is the leading cause 
of heart disease between the ages 5 to 25, 
has dropped more than three-fourths be- 
tween 1910 and 1950. This lessening of mor- 
tality is credited to a diminution in the 
severity of the disease, possibly to a reduc- 
tion in the occurrence of new cases, and 
partly at least to the control of streptococcic 
infections of the nose and throat by applica- 
tion of antibiotic drugs. Moreover, facilities 
for the care of children with rheumatic 
fever have been greatly increased. 

A survey of 3,000 children insured by the 
Metropolitan Life Insurance Company who 
received nursing care during an attack of 
rheumatic fever showed that the propor- 
tion alive at the end of eight years was 95 
per cent in cases in which the heart was not 
involved and about 75 per cent in cases with 
involvement of the heart. Moreover, 1,000 
children treated at the House of the Good 








Samaritan in Boston showed similar results. 
Finally, of the children in Boston who had 
rheumatic fever and who were still living at 
the end of ten years, 80 per cent “were vir- 
tually unrestricted in their activities.” 

More recently the adrenocorticotropic hor- 
mone of the pituitary gland, called ACTH, 
has been applied by Dorfmann and others 
in the study of rheumatic fever in the clinics 
of the University of Chicago and in the La 
Rabida Sanitarium which is affliated with 
the University. The results, as indicated by 
a sharp drop in the fever and sedimentation 
rate and in general improvement, were the 
most promising of any thus far reported 
with this disease. Similar results have been 
reported by Hench and his associates of the 
Mayo Clinic who used Cortisone on a limit- 
ed number of cases of rheumatic fever. 
While these drugs are not to be considered 
as specific cures for rheumatic fever, their 
effects, as already stated, are superior to any 
that have been achieved with other methods 
or other preparations. 

Additional progress against heart disease 
may come with further investigations into 
the causes of hypertension, arteriosclerosis 
and coronary thrombosis. Hypertension and 
arteriosclerosis are the chief causes of heart 
disease in middle and later life. Coronary 
artery diseases are no doubt a reflection of 
these two factors. The public have the im- 
pression that attacks of coronary disease are 
almost invariably fatal. Recent surveys have 
shown that the majority of first attacks are 
not fatal and that great numbers of people 
who survive the initial attack live for many 
years. Increased attention to studies of cor- 
onary thrombosis, using such anticoagulant 
drugs as heparin and dicumarol, have shown 
great promise in cutting down the number 
of deaths from this condition. 

Thus the outlook for cardiac diseases is 
at this time brighter than ever before. With 
the support of many agencies, including the 
American Heart Association, the Life Insur- 
ance Medical Research Fund, and money 
made available by the federal government 
through grants-in-aid, research on diseases 
of the heart and blood vessels has been great- 
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ly accelerated and discoveries are annvunced 
frequently. The failure of people generally 
to understand the nature of the heart and 
the circulation and the diseases that affect 
them is the most basic obstruction to con- 
tinued progress. 


MORRIS FISHBEIN 


THE TREND TOWARD 
DIAGNOSTIC CLINICS 


HE studies of hospital services made in 
"| New York state recommended the de- 

velopment of more diagnostic clinics 
for ambulatory patients as one means of 
caring for more people at less cost. Already 
several such agencies have been inaugurated 
and the early reports show promise. 

One of the greatest drains on the funds of 
Blue Cross and other voluntary hospitaliza- 
tion programs has been the assignment of 
patients to beds in hospitals so that they 
could receive, under their policies, necessary 
laboratory tests, x-ray pictures, electrocardio- 
grams, biopsies, and consultations with spe- 
cialists. The creation of diagnostic clinics for 
ambulatory patients will greatly diminish the 
drain on beds resulting from these circum- 
stances. 

One of the greatest weaknesses in the care 
of the sick under the British National 
Health Act has been the high pressure on 
physicians both in their offices and in the 
hospitals for diagnosis and treatment in ab- 
breviated hours so that diagnosis has been 
perfunctory and, as a result, treatment in- 
eficient. In the advancement of standards 
of medical education in the United States 
medical education has focused on the im- 
portance of accurate diagnosis rather than 
empirical treatment. 

The medical profession for many years 
has urged the importance of periodic physi- 
cal examinations. Unfortunately the cost of 
such examinations, when they include all of 
the necessary laboratory and intricate diag- 
nostic procedures, may be excessive for the 
majority of people. The use of facilities and 
diagnostic equipment established primarily 
for the study of ambulatory patients will 
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greatly lower the costs. No doubt the re- 
ports of the first few years of operation of 
some of the diagnostic clinics now establish- 
ed in New York City will soon become avail- 
able and serve to guide leaders in medicine 
in other areas in the establishment of simi- 


lar services. 
MORRIS FISHBEIN 


THE TRIUMPH OF BAD ENGLISH 
A SEARCHER for conspicuous examples of 


faulty grammar, poor choice of dic- 

tion and all-around ignorance of 
rhetoric and proper expression finds ready 
to hand two veritable mines of mediocre 
performance in the writing of English. First 
are documents emanating from government 
agencies and second, the medical journals. 

Open to any page of even the most pro- 
fessionally edited publications! Immediately 
observable are plural subjects with singular 
verbs, innumerable split infinitives, relative 
pronouns without antecedents, _ scientific 
jargon, verbosity, nouns used as adjectives, 
and four or more sentences in succession 
beginning “‘it is.” Such easily correctible er- 
rors were noted in a half dozen successive 
pages of a popular medical periodical pub- 
lished in December, 1949. 

“Federal Prose” is the title of a pamphlet 
published by the University of North Caro- 
lina Press in 1948. The essential feature of 
“federal prose” is the multiplicity of unusual 
words arranged in complex sentences that 
are substituted for brief, simple, direct state- 
ments. For instance, the widely known Eng- 
lish proverb “Too many cooks spoil the 
broth,” when restated in federal prose ap- 
pears: “Undue multiplicity of personnel as- 
signed either concurrently or consecutively 
to a single function involves deterioration of 
quality in the resulting product as compared 
with the product of the labor of an exact 
sufficiency of personnel.” 

Federal prose, like obscure scientific jar- 
gon, is the dress of false dignity; such dic- 
tion is like a high hat worn to a vaudeville 
show; the expressions aim to conceal rather 
than to reveal the true meaning of what is 


said or written. “Money” is never just 
money; since mention of money is annoying 
to a bureaucracy, or as the bureaucrats would 
say “an administrative democracy,” money 
becomes “funds,” “finances,” “means,” “out- 
lay,” “currency” or “medium of exchange.” 
In such a guise “gelt” becomes aristocratic. 

Observe now this sentence happily chanced 
upon in an article published recently: 


Although the over-all result of the guaiac 
test on the initial stool of these 140 patients 
would seem to correlate well with the clinical 
diagnosis in about 80 per cent of cases when 
the test is positive, and better than go per cent 
when the test is negative, it is to be noted 
that only 5 of the 8 patients with ulcerative, 
malignant lesions of the gastrointestinal tract 
included in this series gave a positive stool test. 


This exceedingly obscure sentence might 
have been edited: 


Although the results of the guaiac test on 
the first specimens of feces from 140 patients 
who were examined correlated with the clini- 
cal diagnosis in 80 per cent of the cases when 
the result was positive and over go per cent 
when the result was negative, a positive result 
was secured in only 5 of 8 patients with ulcera- 
tive, malignant lesions of the gastrointestinal 
tract. 


From the same paper comes this unusual 
sentence: 
In this study no patients had any dietary 


restrictions not imposed by the nature of their 
illness, and stools were taken as they came. 


Observe those negatives! Notice that in- 
definite pronoun! For the first half of the 
sentence: 


The diets of patients were restricted only as 
required by the nature of their illnesses. 

But the second half! We are baffled! Does 
that “they” refer to the patients or the 
stools? In the words of Hashimura Togo: 
“We inquire to know.” 


MORRIS FISHBEIN 


VITAMIN E IN HEART DISEASE 
V evens E has been known for about 


twenty-five years, during which its 
use has been proposed as a treatment 
for a great variety of disorders. During the 
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last three years conspicuous claims have 
been made as to its usefulness in treating 
conditions affecting the heart. These claims 
have come particularly from a group of 
Canadian investigators—W. E. Shute, E. V. 
Shute and A. Vogelsang—whose views have 
received much publicity in the press and 
periodicals and in some pharmaceutical ad- 
vertising. 

The American Heart Association has is- 
sued a report by Drs. Samuel Baer and 
William I. Heine,* who have reviewed the 
available scientific writings on the subject. 
They emphasize the uncritical manner in 
which the reports of favorable cases have 
been presented. In some instances in which 
credit for improvement is given to vitamin 
E, the abstract itself indicates that the im- 


*Modern Concepts of Cardiovascular Disease, published 
monthly by The American Heart Association, New York 
City. “Status of Vitamin E in Treatment of Heart Disease,” 
by Samuel Baer and William I. Heine, November, 1949. 


provement was due to digitalis. Other work- 
ers have not been able to duplicate the 
successes reported by the Canadian investi- 
gators. In some seven independent investi- 
gations made in both England and the 
United States the results were extremely 
disappointing. Even when subjective im- 
provement occurred, as it did in a few cases, 
the effects could be duplicated with a 
placebo. 

Recently the doctors Shute announced 
that if they did not receive what they con- 
sidered to be proper recognition through 
official medical channels, they might take 
their case directly to the public. Scientific 
truth is not established, however, in the 
court of public opinion, but in the labora- 
tories and clinics where scientific investiga- 
tions may be conducted objectively and un- 
der properly controlled conditions. 


MORRIS FISHBEIN 
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& THE 1949 YEAR BOOK OF PEDIATRICS - - - 


Edited by Henry G. Poncher, M.D., Professor and Head, Department of 
Pediatrics, College of Medicine, University of Illinois; with the collaboration 
of Julius B. Richmond, M.D., Associate Professor, Department of Pediatrics, 
College of Medicine, University of Illinois; Isaac A. Abt, M.D., Editor Emeri- 
tus. 560 pages, illustrated. 1949, The Year Book Publishers, Inc., Chicago. 


$4.50. 


For the general practitioner who has no time 
for continuation courses in pediatrics, for the pedi- 
atrician who is too busy to read all the important 
literature in his specialty, and for the medical 
student who is ready to pass his finals, the 1949 
Year Book of Pediatrics is a veritable Encyclopedia 
Pediatrica. 

There are over 500 pages of meat that is both 
palatable and nutritious. Thrown in for extra 
measure the editor has added the spice of his own 
interpretation of moot questions and validity of 
recent data. He has most successfully eliminated 
the gristle and retained the protein of the new diag- 
nostic and therapeutic procedures applicable to 
those diseases seen most frequently in this field of 
practice. 

Do you want to keep a family from separation 


®& THE EYE AND ITS DISEASES - - - 


because their new baby keeps them up nights on 
account of colic? See page 87. 

Do you have a recalcitrant case of rheumatic 
fever which you are about to lose to your competi- 
tor? Read what Taran has to say about the diag- 
nosis and treatment of rheumatic fever. 

Are you still confused about the meaning of the 
Rh factor? The chapter beginning on page 324 is 
about as clear and precise a discussion of this com- 
plicated subject as can be found. 

Are you one of the thousands of physicians who 
have good intentions but feel incompetent to deal 
with the most common behavior disorders of chil- 
dren? Read and reread the chapter on Psychiatry. 

And so forth for over 500 pages, covering 20 dif- 
ferent systems of disease, the reader will be well 
rewarded. 

M. S. 


By 92 international authorities; Edited by Conrad Berens, M.D., F.A.C.S. 
New, 2nd Edition. 1,092 pages, with 436 figures, 8 in colors. 1949, W. B. 
Saunders Company, Philadelphia & London. $16.00. 


The first volume of this work, published thir- 
teen years ago, has become established as one of 
the outstanding textbooks in ophthalmology. The 
second edition adheres to the outline of the first, 
insofar as possible. The entire field of ophthal- 
mology has been covered by distinguished special- 
ists, each one contributing material upon which 
his reputation is especially established. Each chap- 
ter has been revised and additional chapters on il- 
lumination, physiologic chemistry and on goni- 
oscopy have been added. Bibliographies appear at 
the end of most of the chapters and some of the 
more recent references are included. 

Particularly outstanding is the section which 
covers external diseases of the eye. The material 
concerning plastic procedures and therapeutics is 
also excellent. Although no reference is made to 
aureomycin, bacitracin and sodium sulfacetimide 
(Schering), which admittedly are comparatively 
recent additions to our armamentarium, this is a 


minor defect and the whole subject of treatment 
is covered in detail. 

The discussion of glaucoma in the section de- 
voted to diseases of the eye adheres to the old 
classification. Another chapter describing the sur- 
gical treatment of this condition does, however, 
utilize the new anatomic classification of narrow 
angle and wide angle glaucoma. 

The section devoted to preventive ophthalmol- 
ogy, a subject assuming more importance yearly, is 
brief, but excellent. 

Because this one volume covers an entire special- 
ty many of the discussions are short, but in most 
cases wholly adequate. The material presented and 
the complete index make this textbook of value to 
the general practitioner, the neurologist, and the 
pediatrician. The practicing ophthalmologist will 
find the book extremely helpful and the ophthal- 
mological resident, invaluable! 

P. B. J. 
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& RECENT ADVANCES IN PHYSIOLOGY - .- - 


By W. H. Newton, M.D., M.Sc. (Manch.), D.Sc. (Lond.), Professor of 
Physiology in the University of Edinburgh. Ed. 7. 269 pages, with go illus- 
trations and 32 tables. 1949, The Blakiston Company, Philadelphia and 


Toronto. $4.50. 


Physicians will find several valuable critical sum- 
maries of knowledge in clinical physiology in this 
book. Cardiac catheterization, the relation of the 
kidneys to hypertension, the physiology of preg- 
nancy, and diabetes insipidus are especially well 
presented. This volume, like its predecessors, takes 
up special segments of the field for review, dis- 


& INTESTINAL INTUBATION -.- - 


cussion and evaluation of experimental data. The 
author has made a real contribution to one of the 
major needs of medical science at the present time, 
namely, the bringing together of the loose bits of 
experimental data and the fitting of the pieces into 
a coherent picture. 

M. B. V. 


By Meyer O. Cantor, M.S., M.D., F.A.C.S., Assistant Attending Surgeon, 
Grace Hospital; Formerly Senior Attending Physician, Deaconess Hospital, 
Detroit, Michigan. 333 pages, with 138 illustrations. 1949, Charles C Thomas, 


Springfield, Illinois. $7.50. 


The author describes the tube that he has de- 
vised for intubation of the gastrointestinal canal 
and repetitiously explains how the tube should be 
used. The radiopaque rubber tube has a single 
18 F-sized lumen, numerous large holes grouped 
at intervals, and a mercury-weighted bag affixed to 
the tip. The tube is readily introduced, easily 
managed when in place, clearly visible by the 
radiologist, and adaptable to suction drainage or 
instillation of liquid. The anatomy of the alimen- 
tary tract, particularly the upper part, is discussed 


with reference to passage of the tube. Considera- 
tion of physiologic phases of the subject is inade- 
quate. 

The conditions for which intestinal intubation 
may be beneficial are given and circumstances in 
which the tube may not function properly are 
noted. The section concerned with the effects of 
intestinal gases on tubes and balloons of different 
compositions is too long. The list of references is 
extensive and, according to the publishers, is a 
complete bibliography. 

5 Oe 


& CLINICAL INTERPRETATION OF LABORATORY TESTS - - - 


By Raymond H. Goodale, M.D., Pathologist at the Worcester City Hospital, 
Worcester Hahnemann Hospital, Belmont Hospital, and Fairlawn Hospital, 
Worcester, Mass., Clinton Hospital, Clinton, Mass., Harrington Memorial 
Hospital, Southbridge, Mass., Consulting Pathologist, Veterans Administration 
Hospital, Rutland Heights, Mass. 622 pages, with 107 illustrations, 3 in color. 
1949, F. A. Davis Company, Philadelphia. $6.50. 


In the face of an ever-increasing host of labora- 
tory aids to diagnosis the physician should welcome 
this volume. Without sacrificing thoroughness the 
author has set forth the material in simple, concise 
fashion. 

Part I is largely concerned with the physiology, 
normal values, and the significance of abnormal 
values of the various body fluids and excreta. Here 
is found also a well-organized discussion of modern 
liver function tests. 

Part II deals with diseases and their associated 
laboratory findings. Each disease which lends itself 


to laboratory diagnosis is briefly outlined and even 
such uncommon entities as Von Gierke’s disease 
and bejel are not neglected. An exceedingly help- 
ful innovation is a listing of the laboratory exam- 
inations which assist in diagnosis of the disease 
under discussion. Few technical procedures are de- 
scribed since this is beyond the scope of the book. 

The author reiterates the oft-repeated but seldom- 
practiced dictum that the laboratory and x-ray de- 
partments are merely helpful adjuncts to the modern 
doctor’s diagnostic armamentarium, never replac- 
ing a careful history and physical examination. 

N. S. 
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& DISEASES OF THE AORTA; Diagnosis and Treatment - - - 


By Nathaniel E. Reich, M.D., F.A.C.P., Associate in Medicine, Long Island 
College of Medicine; Attending Cardiologist, Harbor Hospital; Associate 
Attending Physician, Kings County Hospital; Senior Cardiologist, Veterans 
Administration, Brooklyn, N.Y. 288 pages with 60 illustrations. 1949, The 


Macmillan Company, New York. $7.50. 


Although innumerable volumes have been writ- 
ten on the heart and peripheral vascular disease, 
until now none has concerned itself exclusively 
with the intervening aorta. It is fortunate indeed 
that Dr. Reich has indulged himself in the study 
of the aorta as a medical hobby, and has written 
this book at a time when vast strides have been 
taken in the therapy of many of the conditions 
involving this vessel. 

A brief though adequate review of the anatomy, 
histology, embryology, innervation, and physiology 
of the aorta serves to initiate the reader to the sub- 
ject. Logically the first pathologic conditions to be 
dealt with are the congenital malformations, and 
Dr. Reich states “. . . practically all important con- 


genital cardiovascular lesions involve the aorta 
directly to a significant degree.” 

For completeness a chapter on rare diseases is 
included, where are found discussions of medical 
calcification, xanthomatosis, tuberculosis, etc. Two 
entire chapters are devoted to diagnostic procedures 
with discussions of such recent aids to diagnosis as 
angiocardiography, electrokymography, the Landis- 
Gibbon test, cardiac catheterization, etc. 

The entity of subaortic stenosis is dismissed with 
little detailed discussion, but in the main, the mon- 
ograph covers its subject very well. As stated in 
the title, the emphasis throughout is on diagnosis 
and treatment with resultant accent on practicality 
as opposed to purely academic discussions. 

N. S. 


& CARDIOVASCULAR DISEASE; FUNDAMENTALS, DIFFERENTIAL 
DIAGNOSIS, PROGNOSIS AND TREATMENT -.- - 


By Louis H. Sigler, M.D., F.A.C.P., Attending Cardiologist and Chief of 
Cardiac Clinic, Coney Island Hospital; Consulting Cardiologist, Rockaway 
Beach Hospital; Consulting Cardiologist, Menorah Home and Hospital for the 
Aged. 551 pages, illustrated. 1949, Grune & Stratton, Inc., New York. $10.00. 


The clinical aspects of cardiovascular disease are 
well covered in this text. Particular stress is laid on 
the physiologic and functional aspects of heart dis- 
ease, as a basis for a better understanding of the 
processes taking place. 

The newer methods of diagnosis are discussed 
briefly. The subject of electrocardiography, how- 


ever, is not gone into with enough detail. The 
author explains this by the fact that the subject has 
been covered in a previous text devoted solely to 
electrocardiography. 

This work should be useful to the general prac- 
titioner interested in a general consideration of the 
subject of cardiovascular disease. 

%. & 


& OPERATIONS OF GENERAL SURGERY -.- - 


By Thomas G. Orr, M.D., Professor of Surgery, University of Kansas School 
of Medicine, Kansas City, Kansas. 2nd Edition. 890 pages with 1700 step-by- 
step illustrations on 721 figures. 1949, W. B. Saunders Company, Philadelphia 


and London. $13.50. 


Written to present surgical technic in general 
surgery, this book is useful to the medical student, 
intern and student of surgery in general. The tech- 
nics are all up to date in the specialty surgery fields 
and have been divided into systems as Plastic Sur- 
gery, Neurologic Surgery, Urology and Gynecol- 
ogy, etc. The numerous illustrations show great 


detail and offer a clear visualization of each step in 
the separate operations. 

Comparing the book to the first edition, one 
finds many new drawings and modernization of 
technics—particularly for amputations, the circula- 
tory and digestive systems, abdominal incisions, and 
surgical treatment of congenital anomalies. 

M. R. F. 





The Medical Bookman 


& CLINICAL ALLERGY -.- - 


By Louis Tuft, M.D., Assistant Professor of Medicine, Temple University 
School of Medicine; Chief of Clinic of Allergy and Applied Immunology, 
Temple University Hospital, Philadelphia. Ed. 2. 690 pages, 54 ilustrations, 
and 3 plates in color. 1949, Lea & Febiger, Philadelphia. $12.00. 


This book contains a clear, concise explanation 
of the general principles of allergy without becom- 
ing too theoretical and confusing. All the worth- 
while academic features are enclosed in the general 
principles, which makes them good both for teach- 
ing purposes and for general review. It also gives 
one a substantial background for the understand- 
ing of the clinical features which are discussed 
later in the book. 

All types of allergy are classified and handled 
from an etiologic standpoint, giving one a further 
background to incorporate with the principles. 

The Clinical Features of Allergy are divided into 
the two main groups, namely Cutaneous and Non- 
cutaneous Allergies. Under the noncutaneous aller- 
gies, the changes in the respiratory tract are well 
handled. The author also deals with allergic mani- 
festations as they affect the central nervous system 


and the gastrointestinal tract. The cutaneous 
changes are given a complete review. Even border- 
line dermatoses that are suggestively allergic are 
discussed. Some of these dermatoses are question- 
ably borderline and could very well be omitted. 
Dermatitis venenata is mentioned and should be 
condemned. Unfortunately the author suggests that 
the treatment has some effectiveness. 

The section on Allergy in Children is somewhat 
sketchy and could have a more thorough outline, 
especially since this is the one form of cutaneous 
allergy that lends itself best to the allergic approach. 

The author also treats allergy as it manifests it- 
self in other special systems in the body. The ap- 
pendix includes descriptions of laboratory methods, 
methods of desensitization, and a good list of aller- 
gens—their position in one’s environment, and 
methods of avoiding them. 

1. F. 


®& CARE OF THE SURGICAL PATIENT -- - 


Including Pathologic Physiology and Principles of Diagnosis and Treatment 


By Jacob Fine, M.D., Surgeon-in-Chief, Beth Israel Hospital; Professor of 
Surgery at Beth Israel Hospital, Harvard Medical School. 544 pages with 4o 
figures. 1949, W. B. Saunders Company, Philadelphia and London. $8.00. 


The author includes in this monograph of 544 
pages on the care of the surgical patient, the path- 
ologic physiology and principles of diagnosis and 
treatment of surgical conditions. It is written in a 
clear, direct manner which lends the volume to 
obtaining essential facts and information without 
spending time on nonessentials. 

The material is presented in six sections; general 
considerations, regional and special surgery, en- 
docrine diseases and hormone therapy, coinciden- 
tal medical illnesses in surgical patients, clinical 
and laboratory methodology and general preopera- 
tive and postoperative care. 

The discussions of fluid and electrolyte balance, 
of nutrition in the surgical patient and of hemor- 
rhage and traumatic shock are well presented and 
the material is enhanced by the inclusion of well 
documented tables. 

The management of massive gastrointestinal 
hemorrhage is detailed in a practical manner. Em- 
phasis is placed on the early adequate replacement 
of blood volume and not relying on normal blood 
counts, hemoglobin readings and blood pressure 


values as an absolute guide early in the treatment. 
Shock is to be prevented. “Hesitation to continue 
replacing blood loss for fear that restoration of a 
normal blood pressure will activate the bleeding is 
ill advised,” is Dr. Fine’s opinion. 

The consideration of the surgical risk involved 
in the contemplated procedure and the discussion 
on anesthesia and anesthetic agents are logical. 
The welfare of the surgical patient is dependent on 
these factors and the surgeon is required to evalu- 
ate these factors in arriving at his decision for the 
procedure indicated. 

The chapter on oxygen therapy is well presented 
and clarifies the indications for such therapy in a 
precise manner. Methods of administration are 
evaluated and safeguards in the use of oxygen are 
detailed. 

This volume is a useful guide for the care of 
the surgical patient and offers surgeons as well as 
those physicians who may deal with surgical pa- 
tients details and facts that will be of value in the 
care of their patients. 

E. R. A. 
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& GASTROSCOPY; The Endoscopic Study of Gastric Pathology - - - 





By Rudolf Schindler, M.D., F.A.C.P., Clinical Professor of Medicine, College 
of Medical Evangelists, Los Angeles. Ed. 2. 433 pages, with 366 figures and 





The personality and character of an author 
are seldom shown in a scientific textbook as are 
Schindler’s in his treatise on gastroscopy. Rudolf 
Schindler’s dedication to the creation of the instru- 
ment, his perseverance in the perfection of the 
technic, and enthusiasm in propagating the method 
of gastroscopy, are implicit on every page of the 
book. The credit and honor of establishing gastro- 
scopy as a disciplined study of diseases of the stom- 
ach rightfully belong to Schindler. Henning and 
Gutzeit in Germany, Moutier in France, Taylor in 
England, Benedict in this country and others in 
Italy, Spain, Japan and South America have con- 
tributed to gastroscopy, but all are indebted to 
Schindler. 

Schindler's “Lehrbuch und Atlas der Gastro- 
scopie” was published in Germany in 1923. His 
first text in English was published in 1937, when 
he was associate clinical professor of medicine at 
the University of Chicago. This second edition, 
again issued by the University of Chicago Press, is 
practically a new piece of work done during the 
last few years as clinical professor of medicine of 
the College of Medical Evangelists in Los Angeles. 

The discussion of cancer of the stomach clarifies 
the differentiation of malignant from benign lesions 





Books received will be acknowledged in this depart- 
ment each month. As space permits, books of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


Mitchell-Nelson Textbook of Pediatrics. Edited by 
Waldo E. Nelson, M.D., Professor of Pediatrics, Temple 
University School of Medicine; Medical Director, Saint 
Christopher’s Hospital for Children, Philadelphia. With the 
collaboration of 63 contributors. New, 5th edition. 1,658 
pages with 426 illustrations, 19 in color. 1950, W. B. 
Saunders Company, Philadelphia & London. $12.50. 


1949 Year Book of Drug Therapy. Edited by Harry 
Beckman, M.D., Director, Department of Pharmacology, 
Marquette University School of Medicine. 718 pages, illus- 
trated. 1950, The Year Book Publishers, Inc., Chicago, 
Illinois. $4.75. 


Brucellosis (Undulant Fever); Clinical and Subclini- 
cal. By Harold J. Harris, M.D., F.A.C.P., with assistance of 
Blanche L. Stevenson, R.N. Foreword by Walter M. Simp- 
son, M.S., M.D., F.A.C.P. Ed. 2. 617 pages, with 111 illus- 
trations, 12 in full color. 1950, Paul B. Hoeber, Inc., New 
York. $10.00. 


Brain and Behaviour; Induction as a Fundamental 
Mechanism of Neuro-Psychic Activity. By N. E. Ischlondsky, 
M.D., New York. 182 pages, with 46 illustrations. 1949, 
C. V. Mosby Company, St. Louis. $7.00. 


10 color plates. 1950, The University of Chicago Press, Chicago. $20.00. 


and the distinction between the several kinds of 
cancer, particularly with respect to surgical treat- 
ment and prognosis. The advantage of direct vis- 
ualization of gastric growths in situ and without 
the artefacts notable in postmortem or surgically 
obtained specimens, is clearly evident. 

Conditions which are often difficult to interpret, 
such as giant rugae, unusually situated and ar- 
ranged mucosal folds, or other bizarre defects, are 
succinctly explained. Opinions are supported by 
appropriate protocols and numerous well chosen 
illustrations. Simple diagrams depict the technical 
matter of orientation within the stomach. 

Gastritis is dealt with objectively; elaboration of 
the subject is to be found in the separate book on 
gastritis published last year. 

The 10 appended colored plates with 120 views 
comprise the most complete gastroscopic atlas in 
English. Schindler has been generous in reference 
to publications of other workers. The index is 
helpful. 

This book contains information which should be 
valuable to gastroenterologists, internists and sur- 
geons who may not do gastroscopic examination; it 
is necessary for gastroscopists. 

J. B.C. 





Quinidine in Disorders of the Heart. By Harry 
Gold, M.D., Professor of Clinical Pharmacology, Cornell 
University Medical College; Attending-in-Charge of the 
Cardiovascular Research Unit, Beth Israel Hospital; Attend- 
ing Cardiologist, Hospital for Joint Diseases, New York. 
115 pages. 1950, Paul B. Hoeber, Inc., New York. $2.00. 


Angina Pectoris and Myocardial Infarction; With 
Special Reference to the Autonomic Nervous System. By 
Heymen R. Miller, M.D., Formerly Principal Physician and 
Chief, Signal Corps Climatic Research; Attending Physician, 
Sydenham Hospital; Assistant Professor of Medicine, New 
York Post-Graduate Medical School and Hospital; Associate 
Attending Physician, Montefiore Hospital. 336 pages, with 
63 figures. 1950, Grune & Stratton, Inc., New York. $8.75. 


Hormones in Clinical Practice. By H. E. Nieburgs. 
M.D., Research Associate, Department of Endocrinology and 
Assistant Professor, Department of Oncology, University of 
Georgia; Lately Research Endocrinologist, Department of 
Obstetrics and Gynecology, British Post-Graduate Medical 
School, and Clinical Assistant, Endocrine Clinic, Westmin- 
ster Hospital, London, 388 pages, with 57 figures. 1950, 
Paul B. Hoeber, Inc., New York & London. $5.50. 


Diseases of the Foot. By Emil D. W. Hauser, M.S.., 
M.D., Associate Professor of Bone and Joint Surgery, 
Northwestern University Medical School; Attending Ortho- 
pedic Surgeon, Passavant Memorial Hospital, Chicago. Fd. 
2. 415 pages, with 195 figures. 1950, W. B. Saunders Com- 
pany, Philadelphia & London. $7.00. 








Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate 
Medicine. Subscribers are invited to call on this Service for answers to difficult medical problems 
from members of our Editorial Board and our Editorial Consultants best qualified to help. Each 
question will be answered by mail and those of general interest will be published each month. 
Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Building, 


Minneapolis 3, Minnesota. 


TREATMENT OF LUPUS VULGARIS 
QUESTION: What is the dosage of choice of cal- 


ciferol for treatment of lupus vulgaris? Is there any 
danger connected with its use? 
M.D.—Kansas 


ANSWER: The treatment of lupus vulgaris with 
calciferol (vitamin Ds.) is a well established thera- 
peutic practice, yielding satisfactory results. In fact, 
lupus vulgaris responds better to this method of 
treatment than to any other method devised so far. 
The dose varies between 50,000 and 150,000 I.U. 
per day. Most people tolerate these dosages well. 
In a few instances, there is definite evidence of 
hypercalcemia. Therefore, blood calcium should be 
checked from time to time while the patient is 
under treatment with calciferol. Hypercalcemia 
may lead to deposition of calcium in the soft struc- 
tures of the body. Other untoward symptoms which 
may develop are nausea or vomiting, anorexia, 
depression, polyuria, or malaise. 
ANTHONY C. CIPOLLARO 


OBSCURE ALLERGIC DISTURBANCE 


QUESTION: I would like to have some consultation 
regarding a patient, Mrs. F. G., who has been quite 
a problem. 

Mrs. F. G. is 32 years old, weighs 165 pounds, gravida 
4, para 5, and has been having attacks of angio- 
neurotic edema for the past eleven years. The at- 
tacks vary in location and severity and come at 
time of menstruation, sometimes occurring at the 
time of expected period, but without any uterine 
bleeding. The attacks vary and are only slight at 
times, but have been severe and of the throat, 
causing respiratory difficulty. The past twelve days 
she has been having edema of various parts of the 
body, but no uterine bleeding. 

Physical examination is essentially negative, except 
for a moderately severe cervical erosion at this time. 

Mrs. F. G. has 4 living children, 1 with asthma. Dur- 
ing pregnancy the attacks seem less severe and dur- 
ing lactation about the same. Adrenalin, at present, 
has been relieving attacks, but the effects have been 
less than in the past. 

The patient has had the following treatments with no 
real help: (1) skin tests, 500; (2) dehydration 
therapy before expected periods; (3) antihistam- 
inics, histadyl, benadryl, pyribenzamine; (4) de- 
sensitization with histamine; (5) consultation with 
various allergists. 
would like to know if there is any other type of 
therapy, especially in the field of hormones, that 
could be used. 

M.D.—Minnesota 


ANSWER: This apparently is basically an allergic 
disturbance. It may also represent one of the in- 


frequent bizarre molimina syndromes and, if this 
is so, there is little precedence for any rational 
endocrine therapy. However, since the attacks were 
less severe in pregnancy, a trial of estrogen in 
small or moderate doses daily in the premenstrual 
period, with or without progesterone, would seem 
worth while. 


NUMBNESS AND TINGLING OF HANDS 
DURING PREGNANCY 

QUESTION: A maternity case, 34 years of age, 
slightly obese, complains of numbness and tingling 
of the hands; sensation of fullness and tenseness, 
almost pain, especially on closing. The pain is 
more marked over the ring fingers and extends up 
the inner side of the palm and forearm and above 
the elbow. Some pain over the deltoid and brachial 
plexus is also noted. She reports difficulty in finer 
movements, as in sewing. There is slight increased 
tenderness over two lower cervical and upper dorsal 
vertebrae. 

Her metabolism test was a minus 20. Blood and urine 
negative. She has been taking 2 or 3 gr. of thyroid 
extract daily, also thiamine chloride; local hot, 
moist packs have been used. 

Please give any further suggestions. 

M.D.—Maryland 


ANSWER: It is not unusual to have pregnant 
patients complain of numbness and tingling of the 
hands and stiffness of joints. Frequently the pa- 
tient’s attention is called to her difficulty by trouble 
in sewing, knitting, piano playing, or because she 
is continually dropping objects such as dishes. 
These symptoms usually clear up within two or 
three weeks following delivery. 

The explanation for these simple neuralgic or 
neuritic manifestations is not always clear. So far 
as can be demonstrated they have nothing to do 
with calcium metabolism. More severe neuritis is 
usually associated with toxemic vomiting of preg- 
nancy, or follows other toxemic processes. 

Relative to the patient in question, it would 
seem that the thyroid substance should be con- 
tinued, as well as vitamin B. Frequent checks for 
any untoward anemia should be made, and correc- 
tion of this obtained if it occurs. The efficacy of 
local moist packs has not been demonstrated, but 
probably can do no harm. The trimester of preg- 
nancy is not stated, but assurance that the condi- 
tion will disappear promptly after delivery should 
help out regardless of that. It would not seem nec- 
essary with the facts given to be concerned over 
serious neurologic or orthopedic conditions. 

ROBERT L. FAULKNER 
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FOLLOW-UP TREATMENT OF SYPHILIS 


QUESTION: A female patient, age 55, married, 
occupation housewife, blood Kahn positive, was 
referred to me for treatment of syphilis with peni- 
cillin. I have just completed a course of twelve 
daily injections of 600,000 units of crystalline 
procaine penicillin G in oil. How soon should an- 
other blood Kahn test be repeated and what fur- 
ther treatment should be carried out and how soon? 

M.D.—Michigan 


ANSWER: If it has not already been done, this 
patient should have a complete physical examina- 
tion, including a test of the spinal fluid. It is not 
stated how long the patient has had syphilis. Since 
she is 55 years of age and married, it is assumed 
that she has late latent syphilis. If so, the problem 
of follow-up is different from what it would be if 
she had early syphilis. Quantitative serologic tests 
are of much value in the follow-up examinations. 
They need not be repeated any oftener than every 
three to six months during the first year and less 
frequently thereafter. Tests repeated too frequently 
are often misleading. 

If this patient has late latent syphilis, additional 
treatment probably will not be needed. Adequate 
examination will determine the necessity of further 
therapy. 


BEDFORD SHELMIRE 


EXCRETION OF DRUGS IN BREAST MILK 


QUESTION: Can a nursing mother be given sul- 
fonamides, penicillin, or aureomycin without harm- 
ful effect to her baby? Are any of these drugs 
excreted in the milk and in what amounts? 

M.D.—Massachusetts 


ANSWER: I know of no published reports on the 
excretion of the sulfonamides or of the antibiotics 
in breast milk. The mammary glands are primarily 
secretory glands and any excretory activity is inci- 
dental and under normal conditions of minor im- 
portance. 

Knowledge of the excretion of other drugs indi- 
cates that when they are given to the mother in the 
usual therapeutic doses they are in some instances 
excreted in the breast milk in minute quantities. It 
is not reasonable to suppose that the sulfonamides 
or the antibiotics would be excreted in breast milk 
in amounts that would be harmful to the infant if 
given to the mother in the usual therapeutic dosages. 

ARTHUR H. PARMELEE 


TACHYCARDIA FOLLOWING CONTROLLED 
HYPERTHYROIDISM 


QUESTION: On June 24, 1948, I began the treat- 
ment of a 47-year-old married housewife with 
hyperthyroidism and with propyl thiouracil the 
basal metabolism came down to normal. In the en- 
suing months she had gained ten pounds in weight. 


The one baffling point is that her heart rate still 
stays up to 118 in spite of everything. Even digitalis 
fails to slow it. Her cardiac outline is normal as is 
her electrocardiogram and other heart findings. 
What is the cause of her elevated pulse with no signs 
of hyperthyroidism and with normal basal meta- 


bolic rate? 
M.D.—New York 


ANSWER: Some patients have both hyperthy- 
roidism and neurocirculatory asthenia or some 
similar functional disturbance causing sinus tachy- 
cardia. It is quite possible that the patient to whom 
you refer has an underlying functional tachycardia 
which is not related to the hyperthyroidism. This 
diagnosis, of course, can be established only by 
exclusion and it is necessary for the hyperthy- 
roidism to be completely controlled from the clini- 
cal standpoint and for the basal metabolism to be 
0 or less before one can say for certain that the 
tachycardia is not the result of hyperthyroidism. 
If the hyperthyroidism is completely controlled 
and the basal metabolism normal I do not believe 
that you can expect any further improvement of 
the tachycardia by the use of thyroidectomy, radio- 
active iodine, or any other method of treatment 
directed to the thyroid. 
GEORGE CRILE, JR. 


CAUSES OF HEMATURIA IN CHILDREN 
QUESTION: What are the causes of blood in the 


urine of children? 
M.D.—Arkansas 


ANSWER: The first consideration should be to 
determine beyond question that what appears to be 
a bloody urine actually is a mixture of blood and 
urine. Ingestion of beets may give a red color to 
the urine. Microscopic examination of a drop of 
urine will readily demonstrate the presence of 
blood cells. 

If the condition is actually hematuria, acute 
glomerular nephritis is probably the commonest 
cause. Calculi in the kidney pelvis or in the blad- 
der are a cause of blood in the urine as are polyps 
in the bladder. 

Large hemorrhages are almost always renal in 
origin, while bleeding appearing at the beginning 
or end of micturition is usually due to lower uri- 
nary tract lesions. Blood casts are proof of renal 
origin. Prerenal causes such as leukemias, pur- 
puras, scurvy, etc. may produce hematuria. Infec- 
tions, toxic substances, neoplasms, trauma, and 
foreign bodies are occasional causes of hematuria. 

Unless the cause is clearly apparent, careful 
study of the entire urinary tract should be made in 
each case to localize exactly the source of the bleed- 
ing. This may require, in addition to careful exam- 
ination of the urine, x-ray study, intravenous pyelo- 
grams, and cystoscopic examination. 

LEE FORREST HILL 





